(With which “The Australasian Medical Gazette,” and “The Australian Medical Journal” are incorperated.) 
The Journal of the Australian Branches of the British Medical Association. 


MEDICAL JOURNAL 


OF AUSTRALIA 


| Vou. I.—4rH Year—No. 12. SYDNEY: SATURDAY, SEPTEMBER 22, 1917. 


Price 6D. 


Allen Hanburys Ltd. 


MAKERS OF | 


SURGICAL INSTRUMENTS 


SUPPLIERS TO 


H.M. ARMY and H.M. NAVY | 


ALL INSTRUMENTS ARE OF THE 


AUSTRALASIAN BRANCH: 
B.M.A. BUILDING, ELIZABETH STREET, SYDNEY 


BEST BRITISH 


at 
4 
| | 
% 
: 
& 
; | 
= 
t 


MEDICAL, JOURNAL oF AUSTRALIA ADVERTISER. {September 22, 1917. 


Walk-Over F ootwear 


Designs are accepted as Style-Leaders, and the 
** Walk-Over "* Trade Mark is regarded as the 
Symbol of Quality, We are Walk-Over”’ 
Agents for Victoria and always have a Com- 
plete Range of Styles to put before you. — 


MJ. 1, THE DOC., a pasti- . 
cularly comfortable “‘Walk- 
over’? Model, but chock full 
of style, and though not of 
excessive weight, capable of 
great service. In Black Glace 
\ Kid, 30s, 


M.J. 2, “THE WINSTON,” 
a “Dress” design of peerless 
quality. It is perfect from 
the point of Style, but gives 
nothing away in Comfort, and 


MJ. 8, “THE MANHAT- 
TAN,” a shapely, sensible 
Style, modelled on natural 
lines. Light in weight and 
particularly suitable for sum- 
mer wear. In Black Glace 


POST YOUR ORDER—WE PAY FREIGHT. 
WE SATISFACTION, 


Stuart & Co. 


Pty. Ltd. 
“Walk-over” Agents for Victoria 
FLINDERS STREET, MELBOURNE 


LINDEMAN'S 


CAWARRA Sparkling Was 


WHITE GTILL WINES. RED STILL WINES. 
Oa: 
Ca 
Oawarra Hock Gawarrs Carbine 
Cawarra Chablis Cawarre Hermitage 
Cawarra EB Cawarra Port 


1919 CLARET .... Téndoman Ltd., Geld Modal, 


LIS Lindeman Gold Modal. 
191 LED CLARET eoce Lindeman Ltd., Gold Medal. 
BOPTLED PORT ...... Lindeman Ltd., Geld Modal. 


‘Sor or 4a for 
[td., George Street, SYDNEY 


Telephone: City 081 and 6758 


MILK 


is supplied to most of the leading Public 
and Private Hospitals and Institutions. . 


Absolutely pure and properly Pae- 
teurised, as recommended by the 
Medical Profession. 


Doctors and Nurses can with every con- 
Gdence recommend this milk te their 
Patients. 


SPECIALISE 
Humanised Milk, Sterilised 
Milk :: Pasteurised Milk . 
s THE « 


N.S.W. Fresh Food & Ice Go. Ltd. 


’ 25 MARBOUR STREET, SYDNEY 


ie 
“aa 
1914 BOTTLED CLARET .... Lindeman Ltd., Geld Medal. 
— ORI BOTTLED PG indoman Ltd.. Gold Medal. 
| ‘ 
eos 
will keep its ‘‘new’’ appear- 
Wy ance till the last day of 
G wear. In Enamel Colt, with ; 
tey gndardine top, 87/6, 
‘A 
Calf, 
\ MJ. 4 “THE MECCA” 
combines Comfort, Service and 
VER ~~ 4 toe. In Black Glace Kid or : 
€ 


THE MEDICAL JOURNAL AUSTRALIA. 


Vou. I.—4tH 


é SYDNEY: SATURDAY, SEPTEMBER 22, 1917. 


No. 12. 


THE ARNETH INDEX IN EASTERN AUSTRALIA. 


By E. M. Sweet, M.D., Ch.B. (Melb.), 
Melbourne, 


The ssatareemniteaaiaiiiias neutrophile is the chief 
phagocytic blood cell. 


Arneth divided neutrophile leucocytes into five 
main classes, according to the number of nuclei or 
nuclear fragments they contained. Two nuclear 
fragments connected by a thread only were counted 
separately, and the cell belonged to Class II., but if 
the nuclear matter was in fragments connected by 
a distinct bridge the whole was called one fragment, 


and the cell belonged to Class I. In case of uncer- 


tainty regarding the class to which a cell belonged, 
the higher class was chosen. Similarly, three frag- 
ments were counted separately, and the cell was 
classified as of Class III. Class IV., similarly, had 
four fragments; Class V. had five or more nuclear 
fragments. 

Arneth counted 100 neutrophile cells, and devised 
his index, which is the sum of the numbers in 
Classes I. and II., as a convenient means of compar- 
ing results. Arneth found his index to be greatly 
inereased in toxic conditions. Cooke (England) 


also found this index to be much increased in a> 


series of diseases. Minor and Ringer (America) ob- 
tained figures pointing in a similar direction. Hol- 
royd (British Medical Journal, May 3, 1913) showed 
that in pulmonary tuberculosis the Arneth index is 
higher than normal. Atkinson (West Australia) 
found a similar increase in cases of disease. 

Chamberlain and Vedder found that in 50 healthy 
Filipinos there was a marked increase in index and 
also some increase in that of 72 American soldiers 
who had been in the Philippines for over a year. 
They argued from this that Filipinos have fewer 
efficient phagocytes than are found ‘in white men 
in the Philippines or at home, and that this reduc- 
tion may be a visible indication of a lowered re- 
sistance ‘to infections on the part of native races. 

Breinl and Priestley (Townsville, Tropical Aus- 
tralia) made Arneth counts on the blood of 150 chil- 
dren there and also on 40 children from Bathurst 
and Melville Islands, Northern Territory, and found 
that the average Arneth index was much increased, 
if compared with the average European Arneth in- 
dex of 40, being 74 for the former and 71 for the 
latter.“ They consider the fact that natives are 
more prone to contract infectious diseases imported 
by Europeans to be not the expression of a lowered 
resistance generally speaking, but the expression of 
the lack of acquired active immunity. They consider 
that this increase of index can be regarded as an 
outcome of climatic conditions in the tropics as 
such, and that it is not necessary to resort to endemic 
disease as an explanatory factor. 


I have found after observations on 300. eastern 
Australian school children very similar results for 
tropical and temperate eastern Australia. 

The specimens for examination were taken from: 


Arneth 
Index. 
96 Charters Towers school children, 
‘North and gave wae 
Queensland 10 Herberton school ‘children, and 
22 Mt. Tambourine school children, 
and gave ae 67 
South 29 Stanthorpe school ‘ehtldren, and 
Queensland gave. ae 71 
16 Roessler school children, ” end 
28 Thursday Island school chil- 
North of North dren— 
Queensland ‘8 white, and gave... .. .. 1% 
20 aboriginal, and gave .. 172.8 
100 Melbourne school children, and 


I arrived at two conclusions :— 


(1) A high Arneth index is very regularly present in 
healthy children over the whole of the coastal area 
of Eastern Australia. 

(2) The fact that a high Arneth index is found in 
healthy children in both temperate and tropical 
Australia is opposed to the view that.the high index 
in Queensland is due to disease or to tropical cli- 
matic conditions. 

As well as the above examinations, others were 


conducted in:— 
(a) 2 adults of over 70 years of age, 
(b) 5 children under 4 years of age, 
(e) = or soldiers between 18 and 45 years of 


(d). 15 ‘Melbourne students between 20 and 30 years 
of age, 

(e) 3 adult labourers exposed to temperatures of —8.3° 
C. (17° F.) for 12% % of their working time, 

(f) animals exposed to dry raised temperature, and 

(g) 5 persons suffering from disease with high tem- 
perature. 

An analysis was made of the factors present in the 
above observations, to determine, if possible, a rea- 
son for this high Arneth index over such a large area 
as eastern - Australia. 


These factors were: age, occupation, race, external 
temperature, season, latitude and febrile states. 

1. Age-—Two hundred Queensland and 100 Mel- 
bourne children were of school age, i.e., between 7 
and 15 years of age, and gave an average index, the - 
former of 70 and the latter of 73. The ages of (a), (b), 
(c), and (d) above were a8’ shown. The average 
index of (¢) and (d) was respectively 73 and 70. 
The average index of (a) 73, these showing little 
variability. Fourteen children of 7 and 8 years were 
compared with 14 children of 12 and 14 years, and 
both gave an approximate index of 73. In (b), how- 
ever, each index was higher than 73, and the average 
was 82. I concluded, therefore, that age, provided 
it were over seven years, had no effect in determining 
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trahans. 


2. 
Division (c) (Soldiers) above, gave an average 
Arneth index of 73 
Division (d) (Students) above, gave “an average 
Arneth index of 
This small difference is error of 


the experiment. 

Division (e) (Labourers) gave an index of .. .. 69.6 
which is approximately the same as (d), which 
was 70. 

Therefore, a wide-difference of occupation had 
not been shown to have any influence in determining 
variability of the Arneth index in eastern Australia. 

3. Race—Chamberlain and Vedder found a 
marked increase in the Arneth index for native 
Filipinos and a slight increase for American soldiers, 
the former showing an index of 65.8 and the latter 
46, as against the European index of 40. They con- 
clude that this may be a visible indication of a 
lowered resistance on the part of native races. 

I took two groups of Thursday Island children, 
one white, one black, who had been born in that 
or adjacent localities. Each had entirely white or 
entirely black parents. All were markedly healthy. 


Each group showed approximately the same Arneth. 


index, the white 73.1, the black 72.4. Race differ- 
ence as between these two groups is shown to have 
no influence on the Arneth index in eastern Australia. 

4. External Temperature Experiments were made 
* on animals to determine the influence of external 
temperature on their Arneth index. Though no data 
are at hand as to the stability of the Arneth index 
in animals and experimental errors cannot be ex- 
cluded, it seems as though, other things being equal, 
temperature here was possibly the factor which pro- 
duced the increased Arneth index. 

In Man.—The average temperature in Melbourne 


is greater than in London by 2.9 degrees (5.3° F.) 


in summer and 5.9 degrees (10.6° F.) in winter. The 
Arneth index is greater in Melbourne taken in the 
summer months by 33 than that given in Europe. 

Though this large difference exists, no marked dif- 
ference was found in Melbourne in specimens taken 
in January and August, and there is in Melbourne a 
difference in winter and summer average tempera- 
ture of 9.1 degrees (16.6° F.). Again, comparing 
Thursday Island (Lat. 10.3 S.), the wet bulb tem- 
perature was 22.7° to 24.4° C. (73° to 76° F.) in 
June, and Melbourne in January (Lat. 37.4 S.), 
the wet bulb temperature was 13.2° to 19.4° C. 
(55.8° to 67° F.), the Arneth index of each was 
approximately the same. Therefore, differences in 
external temperature have apparently no marked 
influence on the Arneth index, as exhibited in the 
most northern and southern parts of Australia. 

_ 5. Temperature of Febrile States —This was studied 
in Melbourne in connexion with its influence on the 
Arneth index. - 

The average Arneth index was found to be 92, 
and each individual index was much higher than 
73, the index found to be normal in eastern Australia. 

Though it'is evident by this that high body tem- 


perature and high Arneth index are associated, and 


variability of the Arneth index in eastern Aus-- 


may be both due to the amount and. severity of the 
toxemia, owing to the small difference in eastern 
Australia between the normal and the febrile index, 
the study here of the Arneth index would not be 
of much value clinically. Owing to the apparent 
influence of external temperature on the Arneth in- 
dex of animals, it would appear that further research 
on the influence of the external temperature on the 
Arneth index of man is called for.. 

An analysis of several other factors present in 
the observations made in man has failed to disclose 
any factor apart from disease definitely able to influ- 
ence the Arneth index. 


MEDICAL WORK SEEN IN THE AUSTRALIAN 
MILITARY HOSPITALS. 


By Walter Summons, M.D., D.P.H., 
Lieutenant-Colonel, Australian Army Medical Corps. 


In reviewing the medical work as seen in the First 
and Third Australian General Hospitals during 1916, 
one is most of all struck with the obvious freedom 
from many diseases of the army in France. Com- 
pared with the work in the same hospitals in Egypt, 
there is the small amount of infections of’ the ali- 
mentary canal, a decided lessening of the number 
of respiratory infections, and a noteworthy absence 
of acute rheumatism. The class of case dealt with 
during 1915 in the No. 1 Australian General Hos- 
pital has already been written about in these col- 
umns. During the first two months of 1916 I was | 
Senior Physician to the No. 1 Australian General 
Hospital at Heliopolis; I then moved with that Hos- 
pital to Rouen. The material on which this article 
is based was obtained from the British Army in 
France, and particularly from the Somme area. For 
the last two months of the year I was transferred to 
Brighton, to the No. 3 Australian General Hospital. 
Here again British soldiers generally were admitted, 
and, of course, in the later stages of their illnesses. 
Those treated at Rouen were frequently obtained 
within the first day or two of their reporting sick, 
and were retained till fit to travel. The most acute 
eases were kept nearer to the front; but this class 
included only the few. acute lobar pneumonias and 
the most severely ‘‘gassed’’ cases. In the Army a 
soldier is either ‘‘fit for duty’’ or ‘‘sick,’’ and if sick 
then he must be in hospital. Provision is made, of 
course, for the mildest cases to be admitted to a 
divisional rest camp, and hence, not only is the 
strain on the hospitals lessened, but also the men 
are returned to their units sooner. As a rule, one of 
the three field ambulances takes charge of the rest 
camp. A large percentage of the medical cases in 
hospital are in men who should not have enlisted, 
men who had latent defects that became obvious 
under exigencies of camp or -field life, or men, 
though physically sound, sooner or later broke down 
under the strain of active service. 

In a paper like this one need only speak in any 
detail about the groups of cases that are essentially 
the product of active service, and mention merely 
be made of the diseases common to civil life, with 
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reference to the prevalence or modification of the 
normal type of disease. Chief amongst the former 
are trench fever, trench nephritis, trench foot, ‘‘ gas- 
sing’’ and functional neuroses (shell-shock). The 
perforating wounds of the thorax and brain injuries 
are most interesting and instructive, but come more 


in the domain of surgery. 
The letters ‘‘P.U.0O.,’’ ‘‘N.Y.D.,”’ ‘‘D.A.H.,”’ 


“‘V.D.H.,’’ ‘‘1.C.T.,”’ and so forth, are recognized 


officially, and are of great convenience. Once a case 
is diagnosed and labelled, inconvenience and errors 
arise in changing of the diagnosis, and as the char- 
acter of a case cannot always be determined with 
accuracy in the first few days, hence the ‘‘Pyrexia 
of Unknown Origin’’ and ‘‘Not Yet Diagnosed.’’ 
‘‘Inflamed Connective Tissue’’ includes all forms of 
furuneles, cellulitis and erysipelas, whilst the other 
letters distinguish the functional ‘‘Disordered Ac- 
tion of the Heart’’ from the organic ‘‘ Valvular Dis- 
ease of the Heart.”’ 
““P.U.0.,’’ as is obvious, embraces a multitude of 
diseases. ‘These cases are investigated at the hos- 
pitals, and the correct diagnosis ascertained. A num- 
ber of patients, however, convalesce, and though ex- 
haustive tests have been carried out the case remains 
undiagnosed, both clinically and bacteriologically. 
Many of these cases may already have been labelled 
‘‘influenza,’’ or are called this later on; these are 
eases of mild fever with malaise and catarrhal 
symptoms merely. In the more severe febrile 
eases definite bronchitis and broncho-pneumonia 
frequently developed. Fewer still were bacterio- 
logically-proved enterica infection, and the majority 
of the indefinite, prolonged, undiagnosed fevers were 
doubtless unconfirmed enterica cases. With the uni- 
versal adoption of prophylactic ‘‘T.A.B.’’ injections, 
agglutination tests are not sufficient to diagnose an 
enterica infection, and failing the finding of the in- 
fecting organism, the diagnosis must rest on clinical 
grounds. This, in a mild case, modified by prophy- 
lactic injections, is not always convincing. Hence 
the suspect enterics outnumber the proved cases. 
For a short time, during September especially, pa- 
tients suffering from dysentery were admitted. The 
prevalence was nothing to be compared with that 
amongst the Mediterranean Expeditionary Force. 
Moreover, many of the cases had a direct relation- 
ship with the East. All cases of bowel infections, 
as soon as clinically diagnosed, were transferred to 
special hospitals. Here the diagnosis was verified 
in the laboratory, and it was found that the majority 
of cases of dysentery were bacillary in origin. The 
ameebic infections were usually recrudescences of a 
prior Levantine infection. 

Trench fever is not an officially-recognized term, 
but ‘‘PJU.O.’’ is the diagnosis made nearer the 
front, and the words (trench fever) may be added 
later on, when the diagnosis is definite. It is the 

only absolutely new disease that the war has brought 
to light. The symptoms might be explained by con- 
sidering that a fibrositis existed in the legs. The onset 
is attended with fever and pain, and tenderness on 
pressure in the legs. In one group the tenderness is 
most marked on the tibia, hence the term ‘‘shin fever”’ ; 
but other cases present, in addition, a more marked 


tenderness on the calf muscles; in others, again, 
there is also a hypersensitiveness of the skin; whilst 
in many there is a general tenderness. There may 
be also overactive tendon phenomena. In the more 
severe cases the tenderness extends upwards to the 
thighs, loins, and in three cases’ I have found tender- 
ness in the bones of the forearm. These patients 
are acutely ill, and present an extremely coated 
tongue, tenderness over the eyeball, and occasionally 
an enlarged spleen. There are two types of tem- 
perature; an intermittent type, with afebrile inter- 
vals and relapses, and an irregular intermittent 
type, but this also shows a relapsing tendency. 
Early in the illness there is a leucocytosis in many 
eases up to 20,000 per c.mm., but later on this is 
not found. Right through there is a disproportionate 
excess of the mononuclear leucocyte. 


In contrast with the prevalence of trench fever, 
there is the noticeable absence of any form of peri- 
pheral polyneuritis: The rarity of polyneuritis in 
men thus exposed to severe climatic conditions indi- 
cates that the condition is not the outcome of ex- 
posure, but that the etiology is more likely to be 
a toxin. Herpes of varied distribution was not in- 
frequently met with. 


Many men, particularly the older soldiers, com- 
plain greatly of general pains, especially in the back 
and legs. A number of these are true, genuine lum- 
bago or sciatica; but from the absence of gross 
changes and the facility of imitation, these cases 
of myalgia, so-called, are, as a rule, viewed with sus- 
picion by the medical officers. Grouped under this 
term, of course, there are cases of early arthritis 
deformans. The symptoms of a chronic pyorrhoea 
alveolaris and of the other toxemias common to civil 
life are observed ; but on active service all are aggra- 
vated by the hard camp life and the exposure to 
cold and wet. Thus myalgia is a convenient term 
to signify pain of indefinite origin, and obviates the 
need to use words as lumbago or sciatica, which the 
advertiser of quack remedies has so frequently in- 
formed the public to be chronic. The employment 
of these terms tends to the increase of subconscious 
malingering. 

‘‘Trench nephritis’? is a term that means more 
than is implied by the first part of the term. It is 
an acute nephritis, in the etiology of which chill 
and exposure are the prominent factors. Though 
not entirely absent in the summer, the bulk of the 
cases are coincident with the cold weather. Ex- 
posure produces the condition anywhere, and not 
merely amongst the men actually in the trenches. 
Whether chill is the sole factor, one cannot at pre- 
sent state. Varieties of organisms have been found; 
but these are also found in the urines of non-neph- 
ritis cases. Enquiring into the history of the pa- 
tient, one is struck by the importance of the actual 
chill, just as in Egypt the chill and exposure seemed 
more essential in the production of lobar pneumonia 
than the actual pneumococcus was. The nephritis 
starts with a low grade of temperature for some 
days, with the usual signs of cedema, albuminuria, 
and so forth. Noteworthy peculiarities are the dys- 
pnea from edema of the lungs and spasm of the 
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bronchial tubes, and particularly the persistence of 
red blood cells and casts in the urine on micro- 
scopical examination, several months after the non- 
detection of albumin by clinical tests. It was not 
felt justified to send these men to the-risks of camp 
life till at least all tubular casts had disappeared. 
A certain proportion, not a large one, had a history 
of previous nephritis, and again, in a similar per- 
centage, the case did not improve, but the albumin 
persisted. Nevertheless, though uremic symptoms 
to the extent of general convulsions-were at times 
present, no death occurred out of a series of several 
hundred cases. The blood pressure was not ele- 
vated, nor were any retinal hemorrhages found. 
Thus, though a drain on the Army, the nephritis is 
not a severe illness as far as life or immediate prog- 
nosis is concerned. 


Another pathological condition, solely the result 
of chill and wet conditions, is trench foot. The pa- 
tients frequently required surgical treatment, by rea- 
son of necrosis of tissue, but in the less severe affec- 
tions often were treated in the medical wards. From 
the development of a number of fatal cases of 
tetanus, those with abrasions are given the prophy- 
lactic injections of antitetanic serum. In the milder 
degrees the foot and the leg are swollen, and are ex- 
tremely sensitive to pressure or even touch. Many 
feet perspire freely, but are pale. In not a few, in 
addition to the general hypersensitiveness, there are 
areas of superficial anesthesia not limited to par- 
ticular nerve areas. Thus the condition seems to 
be a neuritis of the terminal nerve fibres, with stag- 
nation in the peripheral circulation. The treatment 
is tedious and unsatisfactory, but the indications are 
to stimulate the circulation and to relieve pain. 
Those with actual necrosis of the toes or of the ex- 
tremity are treated by the surgeon. The preventive 
measures in the firing zone, in addition to the sup- 
ply of waders and trench boots, are the supply of 
three pairs of soeks per soldier, and friction with 
whale oil. One pair of socks is being taken to the 
rear in exchange for another pair that has been 
washed and dried in the laundry, and the third 
the soldier wears. 


The ‘‘gassed’’ men, by the time they had arrived 
at Rouen, were past the acute stage or else the gas- 
sing had not been so severe as to render evacuation 
a risk. Few of our patients had been ‘‘gassed’’ by 
cloud gas, but on numerous occasions groups had 
been sent down suffering from the effects of gas 
shells or gas bombs. These missiles not infrequently 
contain benzyl bromide, a lachrymating gas, but the 
effect of this passes off within a few hours. The 
great majority of gas projectiles, however, contained 
respiratory irritants, mostly chloride of phosgene 
(COCI,). The former produced more irritation of 
the upper air passages. The latter, causing less 
spasm, penetrated to the innermost. recesses of the 
lungs, where, through the formation of hydrochloric 
acid, it brings on irritant cedema sooner than that 
produced by the acids formed from nitrous fumes. 
Phosgene is also apt to produce circulatory failure, 
with pallor and collapse. The symptoms thus were 
mainly those of respiratory irritation with general- 


ized bronchitis when the cases reached us. Some 
cases, of course, were mild, and the patients were 
soon discharged to convalescence. Not infrequently 
secondary infections were superadded, and broncho- 
pneumonia developed as a complication. Apart from 
pneumonia, many of the cases had rhonchj persisting 
for several weeks; these men were evacuated to Eng- 
land. Other cases had acute emphysema and per- 
manent damage to the lungs. In quite a number of 
cases nausea and vomiting, with acute pain and ten- 
derness in the epigastrium, were prominent and per- 
sistent symptoms. Less common were the cases aris- © 
ing from noxious gases, mainly CO, the result of 
mining operations, and the fumes, mainly nitrous, 
from high explosive shell. Accompanying the symp- 
toms the direct result of the gas, there were also in 
many cases the mental depression and terror due 
to the ‘‘gassing.’’ We had no deaths. Four-fifths 
of the deaths occur in the first twenty-four hours, 
and very few succumb after the third day. Thus, it 
was obvious that the cases likely to prove fatal were 
too ill to be moved far from the firing-line. The 
heart and circulation are severely strained by the 
gas poisoning, and convalescents may show tachy- 
cardia. A man who has been badly gassed needs a 
long rest. 


The functional neuroses comprise a most inter- 
esting group of patients, commonly said to be suf- 
fering from ‘‘shell-shock.’’ The great majority of 
these cases were merely temporary, and the men 
were not evacuated at all, or only to a rest camp 
just outside the firing zone. Still, of those that were 
sent down to Rouen, quite a number had recovered, 
and could be sent to convalescent camps. The more 
prolonged and defined cases can be classified accord 
ing to the most marked feature, thus :— , 


(1) General psychical depression. 

(2) Affection of the special senses. 

(3) Marked by tremor. 

(4) Paralytic symptoms. 

(5) Disordered heart’s action. 
Distinction must be made between those cases that 
are the direct result of an actual shell exploding 
near by, and those the outcome of the continued 
stress and strain of the firing zone. The former are 
considered by the War Office to bea battle casualty; 
and are evacuated as shell-shock (W.), whilst the 
other group may be labelled shell-shock (S.), and 
are considered as sick, not wounded. Hence the 
former have the privilege of wearing a gold arm. 
stripe, and appear in the casualty lists. Other 


synonyms are concussion shell, buried shell. The 


non-battle group of cases may be labelled as above, 
or not infrequently as neurosis, neurasthenia, or - 
even debility. It is noteworthy that men with defi- 
nite wounds are, as a general rule, far less liable 
to functional neuroses than those in whom no gross 
trauma has occurred. The condition can best be re- 
garded as a state of nervous exhaustion. 


The extent of the nervous shock is frequently de- 
monstrated by the facies. Pallor, depression and 
listlessness show that, though the bodily mechanism 
may be undisturbed, the mental balance has had a 
severe upheaval. Many cases can be considered 
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melancholic, while the excitement manifested by 
others puts them in the category of acute mania. 
The depressed cases are frequently associated with 
muscular tremor, fine tremor of the arms usually; 
but in the graver cases coarse tremor, and if the 
patient can stand, a simulated pseudo-clonus of the 
legs. This tremor is aggravated by excitement to 
such an extent that the patient may not be able to 
feed himself. The paralytic cases usually have a 
history of direct trauma, such as of having been 
hurt by the falling of the trench parapet, or of hav- 
ing been buried by shell explosion. Then, again, 
there are cases brought about by a fall while earry- 
ing ammunition or doing ‘‘fatigues.’’ All the neuro- 
logical signs must be carefully investigated, and a 
definite decision arrived at, based on the physical 
examination. Once the decision has been come to, 
it seems best to tell the patient that there is no gross 
lesion, and that he will get better, provided he makes 
the effort himself. Then the struggle begins be- 
tween the medical officer’s will power as against the 
subconscious reasoning of the patient. With firm 
persistence, daily attention and interest in the pa- 
tient’s progress, combined with the physical aids of 
massage and saline, or bromide or tonic medication, 
the patients improve-or recover. If the patient is 
allowed to rest in bed unnoticed, giving way to his 
fancies, the condition becomes worse in hospital, 
and unhappy is the future outlook. The same is 
true of deaf-mutism and functional deafness, aphonia 
or photophobia. I do not consider anesthetization 
desirable as a therapeutic measure. Occasionally, 
patients can come in with affection of one of the 
special senses, but with good colour and no mental 
depression. These are of no importance, and a few 
sharp words correct the apparent disability. Of 
the gross organic nerve lesions, all varieties have 
been seen that are likely to occur in adult males. 
One ean, however, say that at least 90% of the neu- 
rological cases are functional. It is interesting to 
know that four definite cases of acute hyperthyroid- 
ism, the direct result of shell-shock, have been seen. 

The association of the various types of cardiac 
irregularity, with the symptoms and history of shell- 
shock, have led me to add the fifth group to the 
foregoing list. At times the arrhythmia and the sub- 
jective cardiac symptoms date directly from shell- 
shock ; in other cases, it is open to question whether 
the disturbed heart action was not the outcome of 
extraordinary muscular effort and the neuroses 
merely .an associated later condition, whilst again 
the one possibly paved the way for the other. Treat- 
ment by rest is most satisfactory. At the first ex- 
amination, numerous extra-systoles are detected, but 
may not be found after a few. days in bed, or only 
occur at less frequent intervals. Tachycardia, with 
dilatation, is a more resistant symptom, and fre- 
quently suggests a breaking-down of compensation 
for some latent and undetected organic lesion. 

The strenuous nature of active service conditions 
has brought to hospital the large group of soldiers 
who have been well fitted to carry on their civil 
occupations, but have broken down under the strain 
of military life. Foremost comes a large group of 


hearts damaged by a prior affection, which fact has 


been known or unknown to the patient. The esti- 
mating of the prognosis in these cases depends on 
numerous factors, and has been of great value to 
the man’s future civil life. Justice could not be done 
to this large and important group unless discussed 
in detail. 


Of the infections, there have been little variations 
from the-same under civil conditions. One cannot 
speak with authority of the percentage of enterics 
or dysentery cases. Cases of cerebro-spinal menin- 
gitis and Weil’s disease were likewise promptly iso- 
lated and treated in special hospitals. This much, 
however, is clear, that, from the early diagnosis, iso- 
lation, and attention to sanitation and other meas- 
ures, first amongst which are prophylactic injections, 
the freedom of the Army from infectious diseases is 
a triumph for medical science: Noteworthy are the 
wonderful results of antitetanic prophylaxis. 


THE EARLY SYMPTOMS FOLLOWING INFECTION BY 
SCHISTOSOMUM MANSONI. 


By F. B. Lawton, M.B., Ch.8. (Melb.), 
Captain, Australian Army Medical Corps. 


In August and September, 1916, twenty-four pa- 
tients were admitted to No. 3 Australian General 
Hospital in Cairo suffering from some or all of the 
following symptoms: abdominal pain, enlarged and 
tender liver and spleen, pyrexia, bronchitis, urti- 
caria and diarrhea. 


All the patients were Australians, who had not 
travelled before enlistment. At first it was not 
clear what was the matter with these men, and blood 
cultures were made and other investigations were 
carried out with negative results, but the blood pic- 
ture afforded the key. In every ease a striking 
eosinophilia was present. This led to prolonged ex- 
amination of the stools for parasites, and resulted 
in the- discovery of the lateral spined ova of 
Schistosomum mansoni. The ova were found ulti- 
mately in the stools of all. The ova were scarce at 
this stage of the disease, as presumably the majority 
of the paired adult worms had not yet found a suit- 
able home in the veins draining the rectum. 

All of these patients had been in camp at Tel-el- 
Kebir during the three months preceding the onset 
of symptoms; and it was there that the infection was 
apparently contracted. Near the rifle range used by 
the men in this camp is a fresh-water canal, in which 
the water flows sluggishly, and the infected men had 
either bathed or washed in the canal. Most of them had 


_ been fully immersed, having swum in the water; but 


one man had merely washed his hands, and another 
had washed cooking utensils in it. In the last two 
the infection was quite as severe as in the others. 
Some of the patients had swum more than once. None 
of them had washed in any other fresh water in 
Egypt, except the shower baths and the water pro- 
vided for ablution. 

Itching of the skin was observed by several on 
eoming out of the water. None of them had used 


: 
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towels. None of the patients could remember hav- 
ing drunk the water. 

Following are notes of three typical cases :— 

Case I—Admitted August 18, 1916. 

Past History—He was overseer on a sheep station in 
New South Wales; he had had no sickness. He had arrived 
in Egypt in June, 1916. The patient had bathed in the 
fresh-water canal at Tel-el-Kebir about July 18. 

Present Condition.—This began with a cough about a fort- 
night ago. He says that his sputum was stained with blood. 
At the same time he had a headache and loss of appetite. 
These symptoms continued till four days ago, when he had 
sharp pains in the upper abdomen, extending round the 
right side of his back. On admission the pain was general 
all over his abdomen. He had retching, but no vomiting. 
His bowels were normal till two days ago, when he had 
diarrhcea, which continued till this morning. To-day there 
has been sweating and shivering. 

On examination, he looks sick and is flushed, and has a 
hot, dry skin. The tongue is moist and slightly furred. 
There are scattered rhonchi all over the chest. There is a 
little mucoid sputum, which is not blood-stained. 

Abdomen.—Distension and tenderness are present all over 
the abdomen. The movement is good. The maximum ten- 
derness is in the right iliac fossa, and over the spleen and 
liver, which are enlarged and palpable. The urine is normal. 
A blood culture was made on the night of admission. The 
result was negative. 

August 19.—Leucocyte count, 20,000. 

August 20.—The patient had a shiver. A blood film was 
made and examined for malarial parasites. No parasites 
were found, but high eosinophilia was revealed. 

August 21.—Blood films were made for differential white 
‘count. Result:— 


Polymorpho-nuclear cells .. .. .. .. 22.5% 
Small mononuclear cells .. .. .. .. 15.5% 
Large mononuclear cells .. .. .. 20% 
Eosinophile cells .. .. 60.0% 


August 24.—There was urticaria on ‘the " pody and limbs, 
which had been present for seven days. The patient. com- 
plained of discomfort after food. 

August 29.—He felt better, and had no pain. 

August 31.—The stool was examined by the pathologist. 
Large and small amcebe of the coli type and coli cysts and 
blastocystis hominis were found. 

September 2.—The stool was examined again with the 
same result. 

September 6.—The’ patient complained of headache, a 
slight shiver and abdominal pain. 

September 11.—He had shivered during the night, and 
complained of headache, abdominal pain and fullness after 
food. The pain was most severe, and the tenderness most 
marked in the left lower abdomen. He has a little diarrhea. 
The stool was again examined, and lateral spine bilharzia 
ova were found. 


September 13.—There was abdominal pain during the | 


night. There was discomfort after food this morning. 

September 20.—The patient had improved, but the ab- 
dominal pain and discomfort after food were still present. 
The liver and spleen were enlarged and easily palpable. 

September 23~—The patient was discharged to Australia 
as a “cot case.” 

Case IJ.—Admitted August 28, 1916. 

Past History.—The patient is a fitter in an iron foundry in 
Western Australia. He has had no illness before enlistment. 
He had been at Gallipoli for three months. He was sent off 


with dysentery, and was in hospital in England for three’ 
He returned to Egypt in February, 1916. He-had- 


months. 
swum in the canal at Tel-el-Kebir at the end of May and 
the beginning of June. 

Present Condition.—The illness began on August 12, when 
he felt hot and giddy, and had headaches and pains across 
the lower abdomen. He had shivers and night sweats. 
There was no cough and no. vomiting. He was constipated. 
Micturition was normal. He was sent to a field ambulance, 
and was transferred thence to a stationary hospital, where 
he remained for about a fortnight before going to Cairo. 

On admission he did not look ill, and was lying comfort- 
ably on his back. The tongue was moist and slightly furred. 


The chest was normal. There was good movement of the 
abdomen, and no distension. There was tenderness in the 
right iliac fossa and enlargement and tenderness of the 
liver and spleen. 

August 30.—Urticaria had been ieaitias for two days. 


September 1.—The leucocyte count was 17,000. The dif- 
ferential white cell count was as follows:— 
Polymorpho-nuclear cells .. .. .. .. 16.0% 
Small mononuclear cells .. .. .. .. 25.5% 
Large-mononuclear cells .. .. .. .. «. 865% 
Eosinophile cells .. .. 


September 5.—Diarrhea was present. The stool was ex- 
amined by the pathologist. Report: Stool liquid, with no 
mucus or blood. Heavy lamblia cyst infection. No other 
parasite found. 

September 6—The man had severe pain in the upper 
abdomen. There was tenderness over upper part of right 
rectus, which is rigid. 

September 9.—The stool was examined, with a similar 
result. 

September 11.—The stool was examined. Lateral spined 
bilharzia ova were present. 

September 20.—The patient had improved, but still had 
severe attacks of abdominal pain, and much discomfort 
after food. The liver and spleen were enlarged. He was 
very wasted. 

September 23.—The patient was discharged to Australia . 
as a “cot case.” 

Case III.—Admitted August 25, 1916. 

Past History.—The patient was a farmer in Victoria. He 
had. had no illness-before enlistment. He had had measles 
in camp in Australia, and had recovered completely. He 
arrived in Egypt in February, 1916. He had had influenza 
in March, 1916, and made a good recovery. He had swum 
in the fresh-water canal at Tel-el-Kebir at the end of May. 

Present Condition—The onset was at the end of June, 
with weakness, headache and dizziness. He reported sick 
on July 9 with these symptoms—pains all over and fever- 
ishness. He was sent to a stationary hospital, and re- 
mained there for three weeks, during which time he had 
‘headache and pyrexia. In hospital he developed a cough. 
He was thought to have an enterica infection, and was 
sent to an infectious disease hospital on July 31. There 
the same symptoms continued. The cough became worse, 
and was very troublesome at night, and he had night sweats. 
Blood examinations for enterica were negative. His urine 
was sterile and feces negative for organisms of the en- 
terica group. 

August 18.—Leucocytes, 18,000. 

August 20.—The sputum was negative for tubercle 
bacilli. 

August 25.—He was transferred to No. 3 Australian Gen- 
eral Hospital. 


The patient looked ill. He was pale and wasted. His 


’ tongue was moist, with a white fur in the centre. The teeth 


were very bad, and he had severe pyorrhcea. There were 
signs of bronchitis in the chest. The liver was not felt, 
but the dulness extended to the fourth rib in the nipple line. 
The spleen was palpable. He stated that he had a rash 
about a fortnight after the onset. The urine was normal. 

August 26.—The differential white cell count gave the fol- 


lowing result:— 2 
Polymorpho-nuclear cells .. .. .. 15% 
Small mononuclear cells... .. .. .. 14% 
Large mononuclear cells. . 
Eosinophile cells .. 


August 29.—The stool was examined. Report: A liquid 
stool, with blood and mucus present. Trichomonas intestinalis 
and lamblia cysts were present. No amcebe or amebic 
cysts were seen. Many Charcot’s crystals. 

August 31.—The stool was examined, with a similar re- 
sult. The same results were noted on September 7, 10 and 11. 
On September iith lateral spined ova of Bilharzia mansoni 
were found, and also living miricidia. 

From. August 29 there was considerable improvement. 
The cough continued to be very troublesome, especially at 
night, and caused loss of sleep. There was sometimes ab- 
dominal pain and discomfort after food, and his bowels 
were often loose. He had frequent night sweats. He was 
discharged to Australia as a “cot case” on September 23. 
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Incubation Period. 


The period of incubation was not, as a rule, easy 
to fix accurately, for the date of exposure to in- 
fection could not often be given definitely, and, when- 
the symptoms had appeared some weeks before the 
patients were transferred to the base, the exact time 
of their onset was, in some instances, unknown. The 
shortest incubation period was four weeks, and the 
longest was about three months. Most often it was 
between four and eight weeks. This is shorter than 
the incubation period in vesical bilharziosis, and 
none of the patients had signs or symptoms of that 
condition, and ova were not found in their urine.* 
It is possible that symptoms of vesical bilharziosis 
may have become manifest later, for both types of 
bilharzia exist in the water where the rectal disease 
was acquired. A patient who swam in the same 
water was admitted to No. 14 Australian General 
Hospital with vesical bilharziosis. 


Symptoms (General). 

Onset—This was sometimes abrupt; but more 
often the patients felt out of sorts for a few days, 
with loss of appetite, persistent headache, pains in 
the back and limbs and dizziness. There was usually 
a cough in the early stages. Sometimes cough was 
the first symptom. Vomiting was uncommon. These 
symptoms were followed by abdominal pain, which 
was often accompanied by diarrhea. At the onset 
the pain. was usually in the lower abdomen; but in 
a few cases pain in the upper abdomen was first 
noticed, and later in the illness the most troublesome 
pain was in the right upper abdomen. During the 
first week of illness there was pyrexia, with hot, dry 
skin and dirty tongue. In some instances, however, 
the illness appeared to have been mild from the be- 
ginning. The temperature was remittent, with an 
evening rise to 38.8° or 39.5° C. The temperature 
remained high for about ten days, and then de- 
scended, and sometimes it did not rise again above 
37.2° or 37.8° C.; but in other cases, after seven to 
ten days, another pyrexial period ensued. In a few 
eases the period of pyrexia extended over several 
weeks, the longest being about eight weeks. Shivers 
and sweats were frequent. The latter generally oc- 
curred at night, and were sometimes severe. Head- 
ache was usually a troublesome symptom. Notwith- 
standing the raised temperature, the pulse was slow. 
Dicrotism was observed once. Later there was in- 
variably an evening rise to 37.2° or 37.8° C., either 
daily or at intervals of two or three days, as long 
as the patients were under observation. 

Urticaria.—Urticaria was always present at some 
stage of the disease, and, in patients who were seen 
soon after the onset, it appeared in the second or 
third week. Its duration was variable, being from 
12 to 48 hours, as a rule; but in some eases it re- 
mained for seven or eight days. Its distribution was 
general, large wheals being scattered over the body 
and limbs. Often it had come and gone before the 
patients were sent to the base. In one ease the urti- 
caria recurred several times. 

‘Blood Changes.—The red corpuscles were counted 
and the hemoglobin estimated in only two cases, 
and these showed departure from normal, There 
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was always a leucocytosis. It varied from 13,000 to 
22,000, and was usually about 18,000. Differential 
white cells counts invariably revealed a high eosino- 
philia. This was never lower than 36%, and was 
most often about 50%. The highest was 76%. 

In cases of Bilharzia haematobium previously re- 
ported the eosinophilia was generally lower. 

Coles* found 20% and Balfour? 14% to 18%. 
Douglas and Hand? in 50 cases found the eosinophilia 
was less than 5% in one case, less than 10% in 13, ~ 
less than 15% in 12, less than 20% in 11, less than » 
33% in 10, and oreater than 30% in 3. Kautsky Bey* 
reported no leucocytosis and red cells not dimin- 
ished and hemoglobin 50% to 80%. 


In 22 cases was in 


5 cases . 5% to 10% © 
12 cases . 10% to 20% 
2 cases .. sidney 20% to 30% 
lease .. 53% 


Catouillard and “Gober® deseribed the following 


blood. picture :-— 


Red Corpuscles .. 3,000,000 to 5,000,000 


White Corpuscles 8,525 to 10,850 
Eosinophiles 5% to 26% 


Nattan Larrier® estimated the eosinophiles to be 
from 5% to 25%. — gave the blood picture as 
Red Corpuscles .. .. .. 2,700,000 to 7,780,000 
White Corpuscles 4,500 to 17,500 
Eosinophiles 8% to 85% 

Abdominal Symptoms. —The abdomen was often 
distended. At first it was tender all over, but the 
maximum tenderness was over the descending colon 
and in the right upper quadrant, and in the latter 
area the muscles were held on guard. The tender- 
ness was very marked in the beginning, but gradu- 
ally diminished. It never entirely disappeared, some 
tenderness over the deseending colon and over the 
liver remaining. The liver and spleen were en- 
larged, easily palpable and tender. Enlargement of 
these organs was found without exception in the 
first weeks, but though the liver continued to be 
palpable, the spleen, after three or four weeks, in. 
many eases could not be felt. Attacks of pain in 
the upper abdomen were frequent and often severe, 
but the most distressing symptom was a feeling of 
fullness in the epigastrium after taking any nourish- 
ment. This was a constant and persistent symptom, 
and was the cause of much discomfort. Attacks of 
diarrhea occurred, but were not very common and 
not severe, and rarely were present for more than 
24 hours. During such attacks blood and mucus 
were often passed. With the diarrhea, tenesmus 
sometimes occurred, but gave little trouble. Diar- 
rhea, however, was, in a few cases, the outstanding 
feature of the illness, and continued from two to 
three weeks. When this was so, blood and mucus 
were abundant in the stools and tenesmus was 
marked. In the absence of diarrhea, or when the 
diarrhea was present only for a few days and had 
passed off, a little blood and mucus, often insuf- 
ficient to attract the patient’s attention, was the ° 
only abnormality seen in the stool. Often the stool 
appeared normal. -In every case the stool sooner 
or later contained the lateral spined ova of Schisto- 
somum mansoni. Usually the ova were found at this 


stage of the disease only after prolonged search. 
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Sometimes they were more readily found in mucus 
removed from the rectum. z 

Pulmonary Symptoms.—Cough was sometimes the 
most prominent symptom, and in a few instances it 
was present during the whole of the patient’s stay 
in-hospital. In the chest there were signs of bron- 
chitis, and in some cases there were also patches of 
consolidation. These signs usually cleared up 
quickly ; but in one case they were present for more 
than ten weeks, and were still present when the pa- 
tient was discharged from hospital. Generally, the 
chest symptoms did not cause great inconvenience ; 
but in some patients the cough was worse at night, 
and resulted in loss of sleep. 


Course of the Disease. 


In most of the cases observed the tendency was 
for the symptoms to moderate after a varying time, 
during which the patients were acutely ill. When 
the earlier stages were severe and the pyrexial pe- 
riod protracted, there was considerable emaciation 
and weakness. Though the symptoms moderated, in 
no case did they clear up completely. All the pa- 
tients remained weak, but improved a little and their 
weight increased. They were troubled by frequent 
headaches, occasional attacks of abdominal pain and 
diarrhea, and the feeling of fullness after food. 
Sometimes the condition of the bowels was normal, 
and sometimes there was constipation. In some cases 
the acute stage had been passed before the patients 
reached the base, and they were in this chronic con- 
dition when first seen. 


Parallelism with Katayama Disease. 


The early symptoms in these cases of rectal bil- 
harziosis resembled, in a general way, the early ef- 
fects of infection with Schistosomum japonicum. The 
symptoms and course of the illness in some of my 
eases were very similar to those in cases of Kata- 
yama disease, as reported by Bassett-Smith* and Ed- 
gar.° Though resembling it in a general way, the 
illness was less severe than that described in the 
Katayama disease, for neither ascites, edema of the 
legs nor cerebral symptoms were present, and there 
were no deaths. 

A search of the literature showed an absence of 
any record of these early symptoms in infection by 
Schistosomum mansoni. All state that the first symp- 
toms are those occasioned by the presence of the 
worm in the mucous membrane of the intestine. 
Sandwith” in 1905 stated that no symptoms were 
known to show when the liver and lungs were 
affected. ; 

The only observation indicating any recognition 
of an earlier febrile state set up by the development 
of the embryos in the liver is a note by Archibald,” 
who describes three cases of pyrexia of unknown 
origin which, at the post-mortem examination, were 
found to have intestinal schistosomiasis. He em- 
phasizes the fact that in these cases there was no 


eosinophilia. 


Differential Diagnosis. 

(1) Dysentery—When the illness began with 
diarrhea, accompanied by the passage of blood and 
mueus and by abdominal pains and tenesmus, there 


was a close resemblance to dysentery. In such 
cases dysentery was excluded by examinations of the 
stool for protozoa and dysentery bacilli. 


(2) Enterica—The early symptoms sometimes 
were suggestive of an enterica infection. This was 
always excluded on further investigation. 


(3) Urticaria.—In some cases men first reported 
sick with urticaria, and when they were not very ill, 
the condition was regarded as the result of some in- 
testinal toxemia, and they were not sent to hospital 
till other symptoms appeared. In a few cases the 
“first symptoms to attract attention were painful 
swellings of the eyelids and lips, and a rash on the lips, 
and on the limbs, and in the absence of other symp- 
toms a diagnosis of angioneurotic edema was made. 


(4) Pulmonary Tuberculosis—When cough was 
the most prominent symptom, and there were also 
wasting, an evening rise of temperature and night 
sweats, together with signs of bronchitis and con- 
solidation, pulmonary tuberculosis was suspected. 
Several patients were admitted to hospital with this 
diagnosis, and repeated examinations were made of 
the sputum for tubercle bacilli; but none were found. 


(5) Hepatic Abscess.—In two cases this condition 
was thought to be present. In the first, the liver 
was explored with a large needle, and pus was not 
found. This man had a history of dysentery'a few 
months previously. The second man came in after 
a diagnosis of bilharziosis had been made in a num- 
ber of other cases. A blood film showed an eosino- 
philia ‘and bilharzia ova were found in his stools. 


(6) Ulcerative Endocarditis—One man presented 
a clinical picture very suggestive of this condition. 
Two blood cultures were made, and both were nega- 
tive. A blood film showed a high eosinophilia. 

I wish to thank Colonel B. J. Newmarch, C.M.G., 
V.D., Commanding Officer of No. 3 Australian Gen- 
eral Hospital, for permission to publish these notes. 


To Lieutenant-Colonel C. J. Martin, Pathologist to 
the Hospital, I am deeply grateful for much help. 


My thanks are due also to his assistants in the la- 
boratory, Captain Kellaway and Sister Williams, and 
to my colleagues on the Medical Staff, under whose 
care many of these cases were, for opportunities of 
studying their cases. 
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Reports of Cases, 


A CASE OF RUPTURED DIVERTICULUM WITH FATAL 
GENERAL PERITONITIS. 


By W. R. Groves, M.D., 
Honorary Surgeon, Kyneton Hospital, Victoria. 


The patient was a male, aged 68 years, somewhat in- 
clined to stoutness, who had always enjoyed good health, 
though latterly he had been liable to mild attacks of 
diarrhea. 

At 5 o’clock one morning, after going to bed “quite well,” 
he was suddenly seized with great pain in the lower part 
of the abdomen. The pain continued till 7.30 a.m., when I 
saw him. He had retched once, and passed flatus since 
the onset of the attack. I found the patient in the greatest 
distress, pale and with an anxious expression. The pulse- 
rate was 88, and the temperature 36.7° C. The pain was re- 
ferred to the lower half of the abdomen, which was tender; 
but careful examination was impossible, as the patient could 
not lie still. He had never experienced any previous similar 
attack. After a rectal examination which failed to reveal 
any abdominal condition, the patient suddenly felt and 
looked relieved. The pain entirely disappeared, the patient 
soon falling asleep. Nothing could have been more dra- 
matic than the change in his condition. Foments and 
starvation were ordered. 

Two hours later I found the patient comfortable and 
sleeping lightly. The pain had returned once for about 
15 minutes since my previous visit, and he had experienced 
a marked shiver. The abdomen was generally tender, and 
there was some slight rigidity in its lower half. The 
tenderness was more decided on the left side. The patient 
looked and felt comfortable, but the pulse had risen to 
100, with a temperature of 37.4° C. 

At noon he was still quite comfortable, and had been 
sleeping soundly, but the pulse-rate had gone up to 120 
and temperature to 38.9° C. At this visit Dr. Duncan saw 
the patient with me. Locally, after overcoming some fairly 
general and marked superficial hyperzesthesia, firm palpa- 
tion of the lower abdomen was well tolerated, what deep 
tenderness there was being most pronounced in the left iliac 
fossa. The patient’s appearance was altogether against 
any grave emergency, and but for the virulent onset of the 
illness and the rapidly rising pulse-rate, one would have 
had no anxiety. An enema was ordered, and the bowels 
acted well; but an attack of intense pain, which lasted half 
an hour, was induced. 

Two hours later the patient’s condition was much the 
same, except that a little pain occurred at times, and 
some slight distension appeared, especially of the left half 
of the abdomen. The patient was then removed to a pri- 
vate hospital, and laparotomy performed at 7 p.m., 14 hours 
after the onset of the illness. 

As the peritoneum was opened, free, milky, incdorous 
fluid welled up. The appendix was found to be normal, 
and the pelvic and sigmoid regions were then examined. 
The mesentery of the sigmoid was found swollen and in- 
durated, and near its junction to the bowel a smail patch 
of lymph directed attention to a minute perforation, from 
which fluid with a faint fecal odour exuded. A probe 
passed through this opening entered a diverticulum the 
size of a walnut, and thence passed into the sigmoid itself. 
The perforation was closed, and after providing for drain- 
age, the patient was put back to bed. Saline and the 
Fowler position were resorted to. The patient died three 
days later. 

Acute peritonitis, the result of a ruptured diverticulum, 
is stated to be a particularly lethal condition, yet whatever 
chance of recovery the patient may have, will be forfeited 
unless the source of the infection be eliminated. The mere 
closure of the perforation as practised in this case would be 
inadequate, for, presumably, the diverticulum would simply 
refill and burst again. Resection is surely impracticable, 
so that the only course appears to be that of fixing the 
leaking area, if it can be drawn up into the wound, to the 
surface, and treating the peritonitis on recognized lines. 


Then, if recovery vena, the diseased area can be resected 
later. 

In this case a diverticulum had enlarged in the direction 
of the mesenteric border, as diverticula sometimes do. 
A good deal of speculation might be indulged in to explain 
the sudden and remarkable disappearance of pain in the 


above case after rectal examination was made; but there 


is no imagination required to understand the intense attack 
of pain induced by the administration of the enema, and 
one learns that an enema cannot be given with impunity 
in a condition of “acute abdomen” where a ruptured diver- 
ticulum is possibly present. This case also illustrates that, 
whilst in most urgent abdominal conditions a characteristic 
facies is present, a normal appearance, and even total. ab- 
sence of pain for quite a considerable time, may be com- 
patible with a most virulent peritonitis. 

Two articles well worth reading, particularly as the sub- 
ject receives but scant treatment in the text-books, appear 
in the British Journal of Surgery for January, 1917, and I am 
indebted to my colleague, Dr. R. B. Duncan for my acquaint- 
ance with them. One is written by Hamilton Drummond, and 
the other by Telling and Gruner. They deal very fully with 
the subject of diverticula of the intestine, their formation, 
etc. The latter of the two articles pictures very completely 
the remarkable variety of clinical and pathological conditions 
which may arise from the presence of diverticula, ranging 
from acute general peritonitis through less acute inflamma- 
tory conditions (¢g., localized abscess) to very chronic 
plastic tumour formations easily mistaken for malignant 
disease (with their mechanical sequelz, intestinal obstruc- 
tion, volvulus, etc.). Carcinoma in the sigmoid region is, 
in some cases, shown to be associated with, and probably 


caused by, diverticulum formation. The short histories of. 


some 90 cases are given, which illustrate these various 
sequele. After reading Telling and Gruner’s article, I 
think most will agree that a wider acquaintance with this 


subject will lessen the occurrence of unsolved abdominal ' 


problems; and I will conclude by quoting a few extracts:— 
1. “Diverticula are potential for mischief out of all pro- 
portion to their size and number.” 
2. “They may cause trouble when enly {nicroscopic. _ 


3. “Until quite recently many morbid anatomists of ex- ~. 


perience have been quite unaware of their occurrence.” 


4. “Graser found diverticula on microscopic examination ~. 
in 10 out of 28 cases, and Sudosuki in 15 out of 40. In 100... 
consecutive aged subjects de Mourges found naked-eye di- . . 


verticula 30 times.” 


Reviews. 


APPENDICITIS. 


In Hamilton Whiteford’s “Acute Appendicitis,’ no pre- 
tence is made of dealing with the subject in the complete 
manner which the title of the book might lead the reader 
to expect. The b8ok, indeed, is occupied solely with diag- 
nosis and treatment, and the various points which the 
author wishes to emphasize are illustrated by the histories 
of twenty cases, all of which have occurred in the author’s 
practice. 

It is a little difficult to define the group of readers to 
whom this book is expected to make its appeal. The dis- 
cussion of the operation and after-treatment, which forms 
the main part of the book, will scarcely appeal to the gen- 
eral practitioner, while the operating surgeon is not likely 
to heed what is little more than an echo of the opinions 
of more experienced writers. Mr. Whiteford’s experience 
of twenty-five years serves merely to confirm the teachings 
of the late J. B. Murphy, and his candid disregard of his 
own statistics robs the publication of much of its value 
and of all of its originality. 

In the discussion on diagnosis, stress is very correctly 
laid on the importance of the order of the developing symp- 
toms, on the difficulty at times of excluding ureteric stone, 
and on the need for always examining the chest. On the 


1 Acute Appendicitis, Practical Points aes a Twenty-five Years’ ond 
1917. London: 


perience, by. C. Hamilton Whiteford, M.R.C.S., L.R.C.P.; 19. 
Harrison & Sons; Crown 8vo., pp. 72. Price, 4s. net. 
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question of when to operate, the author again follows 

Murphy, and quotes his dictum “Now is the appointed time.” 
With this opinion the majority of modern surgeons will 
agree. It is now commonly accepted that no fixed ratio 
exists between the virulence of the infection and the 
severity of the early symptoms, so that it is necessary at 
all times to play for safety. There are still those, however, 
who believe that if the attack has already persisted more 
than twenty-four hours, operation should be postponed till 

' the toxemia then existing has been naturally overcome; 
and the author gives briefly the main point in Ochsner’s 
treatment of such cases. 


The book is a collection of the orthodox views on the 
diagnosis and treatment of acute appendicitis, and its 
conciseness represents its main value. There is no origin- 
ality of thought or method, and the experience of the author 
has merely enabled him to exercise a ripe judgement in 
cataloguing the opinions of others. 


2 


ELEMENTARY ANATOMY. 


“Bailliére’s Popular Atlas of the Anatomy and Physiology 
of the Female Human Body” is to be commended for the 
amount of knowledge it conveys in so concise a form. It is 

‘rather surprising, however, that a few facts with regard 
to.the genital organs of the male were not included, so that 
the title of the Atlas need not then have been restricted. 
As a matter of fact, there is relatively but a very small 
part of the publication devoted to the description of the 
exclusively female organs. 


There are many excellent figures shown in the plates. 
Special reference might be made to Figure 3, on Plate IIL, 
: depicting the lung lobule. The blood vascular system is 
= well illustrated on Plate II. It is a pity that the lymph 
vascular system, which is rather poorly illustrated on Plate 
V., Was not incorporated in Figure 1, on Plate II. It would 
have tended to give a better idea of the vascular system in 
~ its entirety. In Figure 7, on Plate V., there are- excellent 
diagrams of the neurone, and one would have liked, there- 
. fore, to have read in the text some explanation of the 
neurone and the synapse, and of how nerves are constituted. 
There are many persons to whom this “Atlas” should prove 
of use. Members of first-aid classes, nurses, exponents of 
physical culture and massage will be well advised to pro- 

cure a copy. 


Public Realth. 


SOUTH AUSTRALIA. 


The following notifications have been received by the 
Central Board of Health, Adelaidé, for the week ending 
September 1, 1917:— 


Rest of 
Adelaide. State. Totals. 
Cs. Dths. Cs. Dths. Cs. Dths, 


1 Bailliére’s Popular Atlas of the Anatomy and Physiology of the Female 
Human Body, with Descriptive Text, by Hubert E. J. Biss, M. M.D.; 
Third 1917. London: Bailliére, Tindall & Cox; Plates by “Georges 
4 M. Dupuy, M.D. Price, 4s.. net, 


Municipality. 


NEW SOUTH WALES. 


Diphtheria 
Scarlatina 
Enteric Fever. 


VICTORIA. 


politan. State 
Cs. Dths. Os. Dths. 
S08 . 


C’bro-Spinal Meningitis 


Disease. 
Ankylostomiasis 


Diphtheria 
Scarlatina ,. 


Enteric Fever. 
Malaria 
Erysipelas ... 


QUEENSLAND. 


Pulmonary Tuberculosis 


Disease. 


Enteric Fever.. 

Scearlatina 
Diphtheria 
Puerperal Fever .. 


TASMANIA. 


Pulmonary Tuberculosis 


oe 


C’bro-Spinal Meningitis 


Laun- 
Hobart.  ceston. 
Cases. Cases. 
1 
3 
0 
1 


Enteric Fever.. 


Diphtheria 

Scarlatina 5 

Pulmonary Tuberculosis 
Erysipelas 

Septicemia 


WESTERN AUSTRALIA. 


Metropolitan Hunter River Rest 

Combined ombined 

District. District. State. 

Cs. Dths. Cs. Dths. Cs. Dths. 
Diphtheria .. ..-46 2. 4. Be 
C’bre-Sp’] Menin. 4 1. 
*Pul. Tuberculosis 15 5.. 0 0. sre 


The following notifications have been received by the 
Department of Public Health, New South Wales, during 
the week ending September 8, 1917:— 


Total. 

Cs. Dths. 
85 0 
74 #4 
15 


* Notifiable only in the Metropolitan and Hunter River Districts, and, 
since October 2, 1916, in the Blue Mountain Shire and Katoomba 


The following notifications have been received by the 
Department of Public Health, Victoria, during the week 
ending September 9, 1$17:— 


Cs. Dths, 
33 14 


The following notifications have been received by the 
Department of Public Health, Queensland, during the week 
ending September 8, 1917:— 


No. of — 


36 


The following notifications have been received by the 
Department of Public Health, Tasmania, for the four eta 
ending September 1, 1917:— 


; Whole 
Country. State. 


Cases, 


Cases. 


The following notifications ‘have been received by the 
Department of Public Hea]th, Western Australia, during 
the fortnight ending September 1, 1917:— 


Metro- Rest of 


politan. 
Cases. 


10 


DO DO =1 00 


State. 
Cases, 


Totals. 
Cases. 
1 


15 
8 
11 


E- = 
- Metro- Rest of 

— 

q 21 52 
™ 
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Compulsory Enrolment, 


Our attention has been directed to a prevalent im- 
pression that the question referred by the Federal 
Committee of the British Medical Association in Aus- 
tralia to the members on the subject of compulsory ser- 
vice of the medical profession at home and abroad has 
been disposed of. Many members appear to regard 
the matter as closed. The Federal Committee deter- 
mined that a plebiscite on this question should be 
taken. The wording of the question was decided on, 
and the Chairman was instructed, in the event of an 
unmistakable expression of opinion, to inform the 
Minister for Defence of the determination of the mem- 
bers. of the medical profession. The Committee de- 
fined what must be regarded as a reasonable majority 
’ in so serious a matter. It was held that if three- 
fourths of those voting expressed themselves in favour 


of the proposal and if there was a bare majority - 


among the States in favour, action should be taken. 
Notwithstanding the fact that a three-quarters ma- 
jority is rarely obtained on a contentious question, it 
was obtained to all intents and purposes. The fact 
that the number of those voting in the affirmative was 
. 10 below the three-quarters has been interpreted by 
the Chairman of the Committee as a failure to satisfy 
the conditions laid down by the Committee, notwith- 
standing that all the States returned an affirmative 
reply. The Federal Committee has therefore to de- 
cide whether this overwhelming majority does not 
eall for the action which they determined should be 
taken in the event of the arbitrarily fixed majority hav- 
ing been secured. Since no meeting of the Federal 
Committee has been called, the Branches can instruct 
their representatives on the Committee to indicate in 
writing to the Secretary that the result of the voting 
should be communicated to the Minister. Some delay 


must necessarily ensue before effect can be given to_ 


this step, in view of the time involved in the passage 
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of correspondence from Western Australia to the other 
States. 

The referendum has been criticized by outside 
bodies, as was to have been expected. It has been 
stated that many doctors did not vote, and various 
reasons have been offered to explain this. As a matter 
of fact, the percentage of those replying to the ques- 
tion was 55—a proportion never before reached when 
the votes of the members of the British Medical Asso- 
ciation in Australia have been taken. That so large a 
proportion replied may be regarded as an indication 
that the matter was considered in a very serious light 
by the doctors. Moreover, there were several replies 
which arrived at the various centres too late to be 
included in the returns. The opponents of conscrip- 
tion are trying to belittle the response of the doctors 
to the question of compulsory enrolment of the medical 
profession. There is no escape from the facts as they 
present themselves. Replies were received from 1,361 
medical practitioners. No less than 1,011 of these 
replies were in the affirmative. No pressure was exer- 
cised on any one voting. Each man was asked to 
mark his paper in the privacy of his home in accord- 
ance with the dictates of his conscience, and 74.28% 
intimated that they desired the medical profession to 
be enrolled for enlistment for service both abroad and 
at home. These 1,011 men will not be satisfied to leave 
the matter where it is. 


THE ARNETH INDEX. 


The endeavour to trace the physiological and patho- 
logical significance of certain appearances of blood 
corpuscles has led many hematologists into regions 
of speculation. While undoubted progress was made 
along chemical lines by the study of the reactions of 
the cytoplasm and chromatin to various reagents, in- 
vestigators have been on less secure ground when reli- 
ance has been given exclusively to microscopical ap- 
pearance. The term applied to the chief phagocytic 
cell reveals the danger of having regard to form alone. 
As is now recognized, a polymorphonuclear leucocyte 
has one nucleus and not many nuclei, although in cer- 


tain pathological conditions, such as hemorrhagic 


variola, a splitting up has been described. The sug- 
gestion of Arneth to base a classification of persons 
according to the number of fragments or main masses 


~ 
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of nucleus gave room to adverse criticism on the 
ground: that it was entirely problematical to assume 
that these fragments represented a permanent pecu- 
liarity of the cell. The leucocyte is endowed with the 
property of altering its shape in the passage througli 
the capillary wall and for many other purposes, and 
in the course of these modifications in form the chro- 
matin constituting the nucleus assumes varied and 
phantastie shapes. For many purposes in hematology 
it is-convenient and permissible to examine the blood 
in dry films, stained by one or other of the well- 
known methods. But it must always be borne in mind 
that the process of drying blood in a smear on a slide 
alters the shape of the leucocytes considerably. These 
cells are normally of a soft and mouldable consistency, 
and when allowed to dry on a flat surface tend to 
expand. When examined in a living condition in a 
hanging drop preparation, the polymorphonuclear 
neutrophile cell is seen to be more or less globular and 
searcely larger than a red blood corpuscle. The size 
and shape of the cell is preserved when the living 
blood cells are killed and fixed in osmic acid vapour 
and examined embedded in a thin layer of coagulable, 
translucent medium. Better specimens are obtainable, 
as a rule, by suspending blood in paraffin and cutting 
sections as if it were solid tissue. In preparations 
such as these, or in sections of tissues with capillaries 
containing blood, it will be seen that the shape of the 
nucleus of the polymorphonuclear leucocyte varies 
according to the manipulations of the histologist or 
movements of the cells themselves. In sections, the 
shape will depend on the level at which the cells are 
cut, and appearances of several distinct, unconnected 
masses of chromatin will frequently be met with. In 
order to establish the significance of the Arneth index, 
if indeed it has any, these cells should be studied after 
fixation with osmic acid vapour and embedding car- 
ried out with extreme care. 

In the present issue we publish an interesting con- 
tribution by Dr. E. M. Sweet on a large number of 
observations carried out with the blood of children and 


adults in different parts of the east coastal districts of 


Australia. Drs. Breinl and Priestley have worked at 
the same subject in North Queensland and in the 
Northern Territory. From these observations it would 
appear that the index as determined from dry smear 
preparations is higher than the index measured under 


the same conditions in Europe. Dr. Sweet has found 
that the highest indices are met with in individuals 
with a raised body temperature. These results are 
precisely what would be expected from a theoretical 
consideration of the problem. No essential differences 
have been shown to exist in the index when applied 
to persons in this part of the world. The index would 
be a measure of relative rest on the part of the white 
cells concerned, if it could be shown that the factor 
of accident and that of artificiality did not play a part. 
The index is ascertained by determining the 
sum of the cells in which the nucleus appears 
to comprise of one or two main fragments, 
after 100 have been examined. The division 
of the nucleus into many masses joined to- 
gether by delicate threads of communication can 
be observed only in the process of active diapedesis 
or when the whole cell is insinuating itself by ameeboid 
movement through a crowd of other cells. The experi- 
ence gained by hematologists with carefully fixed and 
embedded blood preparations would lend strong sus- 
picion to the assumption that the Arneth index varies 
within wide range in blood killed rapidly, and that it 
is usually high when the blood has been removed from 
the body some time before fixation. 


TYPHUS FEVER. 


Typhus fever appears in countries with a tem- 
perate climate, when war, with its attendant dirt, 
misery, crowding and famine, impoverishes a con- 
siderable section of the inhabitants. Its onset is fre- 
quently preceded by mental anxiety or fear. The eon- 
tagion is conveyed by lice from the diseased to the 
healthy. A useful summary of recent researches into 
the etiology of the disease has been contributed by 
Miss Muriel Robertson, M.A., to a discussion in the 
Section of Epidemiology and State Medicine at the 
Royal Society of Medicine. Our knowledge of the 
causation of the disease has increased rapidly since 
Nicolle transmitted typhus fever to monkeys in 1999. 
As the injection of blood from patients suffering from 
typhus fever, gives rise to experimental typhus in 
monkeys, the virus must be present in the peripheral 
blood of the patients. It appears that the virus exists 
in the serum from clotted blood, though Nicolle and 
his collaborators believed that the virus was con- 
tained in the leucocytes and was absent from serum. 
Good evidence is also available that the virus can be 
removed from serum by filtration through porcelain. 
Monkeys are rendered immune by an attack of the 
disease and many (25% Macacus rhesus) show a 
natural immunity. Plotz isolated a pleomorphic 
anaerobic bacillus from guinea-pigs and monkeys in 


- 
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which experimental typhus was induced. Olitzky be- 
lieved that he identified specific agglutinins and pre- 
cipitins for this bacillus in the sera of patients who 
were passing through an attack of typhus fever. This 
work has been recently confirmed by Popoff. Rabino- 
witsch obtained a cocco-bacillus, Wilson a micrococeus 
and Penfold a diplococcus, but Miss Robertson con- 
siders these organisms as secondary infections. 


In 1909 Nicolle transmitted typhus from monkey 
to monkey by. means of body lice. Ricketts and Wilder 
immunized monkeys against infection with virulent 
blood by the bites of infected lice. There seems no 
doubt that Pediculus vestimenti can transmit the dis- 
ease by biting persons, though there is still doubt as 
to infection by Pediculus capitis. Experimental ty- 
phus can also be produced in monkeys by injecting 
the erushed bodies of lice. The possibility of oceca- 
sional infeetion by means of bed-bugs has not yet been 
definitely excluded. 


Rocha-Lima found, in the bodies of lice from pa- 
tients in a prison epidemic, large numbers of bodics 
which stained red with Giemsa’s stain. Attempts to 
cultivate these bodies on artificial media failed. Ex- 
perimental typhus was produced in guinea-pigs by 
the injection of material from the bodies of lice. The 
infection was transmitted from guinea-pig to guinea- 
pig for nearly a year. Injection of the blood of an 
infected guinea-pig into a monkey at the end of this 
period induced the typical experimental disease. 
Rocha-Lima fed lice on patients suffering from typhus 
fever, and on healthy persons. The lice fed on pa- 
tients suffering from typhus fever, developed the 
bodies, while the other lice did not show them. This 
investigator names these bodies Richettsia prowazekei, 
and is of opinion that they belong to the order 
Strongyloplasmata, and that they should be regarded 
as Chlamydozoa. When Rocha-Lima kept lice at 23° 
C., the bodies did not develope, and the injection of 
material from the lice did not produce experimental 
typhus. If the lice were kept at 32° C., the bodies 
appeared, and injection of the material gave rise to 
the disease. 


LOCALIZED ANOMALIES OF HUMAN EMBRYOS. 


Careful observations and deliberate experimenta- 
tion have revealed the fact that human monsters are 
not produced by pathological processes handed down 
from parent to the embryo, either as germinal or as 
hereditary affections, but are caused by a faulty en- 
vironment of normal embryos. Opinions differ as to 
the nature of the environmental changes which lead 
to the deformity of the embryo. According to Frank- 
lin P. Mall, a faulty implantation of the chorion pro- 
duces its effect on the embryo. A very young ovum 
may be so. affected that the entire embryo is soon 
‘destroyed, until only the umbilical vesicle within the 
chorion is left, and even the vesicle may disappear, 
leaving the collapsed chorionic membrane. In the 
most extreme case the whole embryo and chorion dis- 
appear. The same author now endeavours to assess 
the significance of localized anomalies of human eyn- 
bryos on the basis of a study of the first thousand 


abortions preserved in the Carnegie Institute in Washi- 
ington.1 From the Johns Hopkins University a col- 
lection of over 2,000 embryos was contributed, and the 
collection is increasing at te rate of about four hun- 
dred each year. He distinguishes: sharply between 
normal embryos with localized anomalies and patho- 
logical embryos. Some difficulty is experienced in 
setting up a satisfactory definition of a normal em- 
bryo, but the chief obstacle is removed if the standard 
of normality is judged on the basis of human and com- 
parative embryological knowledge. A sharply defined, 
well formed white embryo, with blood vessels shining 
through its transparent tissues, is regarded as normal. 
Moreover, he does not consider an embryo pathological 
if it appears normal, even if its membranes are obvi- 
ously changed by some pathological process. The 
abnormalities met with in the embryos collected after 
abortion are classed into seven groups. There is a 
large group, probably capable of subdivision, of the . 
dried ap and deformed or macerated and soft em- 
bryos. The next is the so-called ‘‘stunted variety,’’ 
in which the head and often the extremities are atro- 
phic. The next group consists of embryos with ad- 
vanced stunting, and so little differentiation that the 
extremities are almost eliminated, and only the head 
end can be recognized with certainty. When the pro- 
cess of dissociation of the embryo begins in still earlier 
stages, the result is a nodular body in which the coelom, 
heart and central nervous system can be made out, 
and at times there are pigmented spots marking the 
position of the eyes. In the next group the embryo 
and umbilical vesicle are completely destroyed; then 
follows a group in which only the chorionic vesicle con- 
taining the coelom remains, while in the last the form 
of the ovum is completely destroyed and the specimen 
consists of villi which have undergone fibrous or mu- 
eoid degeneration. In analysing the first thousand 
specimens, he found that about 40°% were pathological 
embryos and ova. In approximately 10% of the patho- 
logical specimens there were localized anomalies, while 
in 6% of the normal embryos were these anomalies de- 
tected. Localized anomalies were rarely seen in nor- 
mal embryos, and were very rarely met with in patho- 
logical specimens after the fifth month. This means 
that embryos with localized anomalies are usually 
aborted before the middle of pregnancy. On the other 
hand, it must be pointed out that the series was poor 
in specimens of the second half of pregnancy. The 
analysis further revealed that localized anomalies were 
twice as frequent in pathological as in normal em- 
bryos. The anomalies described include spina bifida, 
hydrocephalus, cyclopia, anencephaly, ectopia of the 
bladder and defects of the extremities. Dr. Mall con- 
eludes that serious lesions of the chorion which give 
rise to anomalies of the embryo also produce abortion. 
When the alteration in the embryo and in the chorion 
is slight, the pregnancy proceeds to full term, and the 
result may be a monster or an infant presenting a well- 
recognized malformation. He holds that the changes 
leading to these anomalies affect the nutrition of the 


- embryo and are of the nature of dissociating or é¢yto- 


lytic changes. He argues that the onset of the changes 
ean be timed to a period before the development of 
the particular tissue involved. A hare lip cannot be 


1 The American Journal of Anatomy, XXII., I., 1917, 
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produced by nutritional disturbance atting after the 
upper jaw has been formed, neither can cyclopia begin 
after the eyes have started in normal development. 


“RECALLED TO LIFE.” 


A new war publication, entitled ‘‘Recalled to Life,’’ 
has just been issued by the War Office, the Pensions 
Ministry, and the Joint War Committee of the 
Red Cross and St. John’s Societies. It is edited 
by Lord Charnwood, with the assistance of Mr. 
Everard Cotes, and is described as a ‘‘journal 
devoted to the care, re-education and returf to civil 
life of disabled sailors and soldiers.’’ The first num- 
ber is replete with information of great importance, 
and supplies an urgent need. Its contents are as fol- 
lows: There is an introduction, skilfully written, 
indicating the scope and aims of the journal; then 


- follows an engrossing article by General Sir Alfred 


Keogh, G.C.B., the Director-General of Medical Ser- 
vices, on the treatment of the disabled, outlining the 
organization, the arrangements for pensions, the 
means adopted to substitute useful exercise for un- 
productive gymnastics in the restoration of lost func- 
tions of limbs, the after-care of the blind and the basis 
for an efficient after-care of the deaf, and, lastly, the 
question of the provision of artificial limbs. The third 
article is an address delivered by Lieutenant-Colonel 
Sir Arthur Boscawen, M.P., the Parliamentary Secre- 
tary in the Ministry of Pensions. This address was 
delivered to the members of the Inter-Allied Confer- 
ence at Paris on the ‘‘Treatment amd Training of Dis- 
abled Soldiers.’’ Then follows a paper by Colonel Sir 
Robert Jones, C.B., Military Inspector of Orthopedics, 
on orthopedic surgery in its relation to the war, 
in which general principles are admirably set forth. 
The fifth and sixth items embrace a series of shcrt 
annotations, entitled ‘‘ A Talk with the Disabled’’ and 
some miscellaneous descriptions of institutional treat- 
ment, and some suggestions. Captain Basil Williams 
speaks interestingly on pensions, and the eighth article 
is taken up with an account of the work of re-educa- 
tion and training and of the arrangements for pen- 
sions in France and Germany. This report has been 
prepared by the Intelligence Department of the Loca! 
Government Board. The remainder of the volume is 
giyen up to minor notes, which are nevertheless im- 
portant and interesting. 

The dominant note in the principal articles is that, 
while the British Government recognizes as its im 
perative duty the restoration of as much of the im- 
paired function of wounded or otherwise incapacitated 
soldiers and sailors as is humanly possible, the desire 
of individuals and groups of individuals to contribute 


‘to the repatriation of our fighting men must be eo- 


ordinated and utilized, both in the interests of the 
men and because of the value of voluntary effort. In 
view of the fact that Australia has the same problems 
to face and to solve, we propose to defer a discussion 
of Sir Alfred Keogh’s splendid memorandum for the 
present. Future issues of the journal will.no doubt 
supplement the information given in the first number 
and present other aspects of a subject of which the 
world as yet knows but little. The value of each sug- 
gestion must be estimated on common-sense lines, until 


experience can teach what it is capable of effecting 
in real life. Some of the information in ‘‘ Recalled to 
Life’’ is based on actual working institutions; some 
is the outcome of ingenious planning and organiza- 
tion. All of it, however, is worthy of careful and 
painstaking study, and the Editors are to be con- 
gratulated on a fine contribution to their difficult 
problems. 


THE HEALTH OF TASMANIA. 


On July 28, 1915, the Chief Health Officer, Dr. S. A. 
McClintock, resigned his office. From July 11 to December 
11, 1915, Dr. A. H. Clarke took on the duties of the position. 
At the end of this period the Federal authorities placed the 
services of Dr. D. V. Robertson at the disposal of the De- 
partment. On June 7, 1916, Dr. Clarke again became Acting 
Health Officer, a post which he continued to fill until ap- 
pointment of the present Health Officer of Tasmania, Dr. 
C. L. Park. Dr. Clarke is therefore at a disadvantage in 
having to submit the annual report for the year ending 
June 30, 1916. Notwithstanding this disadvantage, he has 
prepared an admirable report, which contains all the neces- 
sary information compressed within the compass of eleven 
pages of print. 

General Administration. 
The unsatisfactory state of the Health Department im- 
pelled the Premier to make arrangements with the Common- 
wealth Government for the purpose of obtaining the ser- 
vices of Dr. J. S. C. Elkington to investigate the working of 
the Department. Dr. Elkington submitted a comprehensive 
report, upon which the reorganization of the administration 
and executive functions of the Department has been based. 
In December, 1915, the Secretary of the Department jour- 
neyed to Melbourne, Sydney and Brisbane, and studied the 
office systems of the Departments of Health in these cities. 
Dr. Elkington advised that industrial administration did not 
form any part of the training of a medical sanitarian. He 
was further of opinion that, until the Chief Health Officer 
had been able to master the large amount of varied detail 
required for the routine and special work of this Branch, 
he would be but little more than a figure-head, if he 
acted as Chief Inspector of Factories as well. Accordingly, 
the Chief Health Officer was relieved of the duties con- 
nected with the administration of the Industrial Acts in 
February, 1916. Emphasis has been laid on the necessity of 
drastic amendment in many directions of the “Public Health 
Act” of 1903. It has also been suggested that the “Food 
and Drugs Act” of 1910 should be amended in various 
particulars. Dr. Clarke points out the advisability of dis- 
tinguishing between dangerous infective diseases necessi- 
tating control by a central authority, and ordinary infective 
processes with which the local authorities might be ex- 
pected to deal. He urges that wide powers should be given 
to the Chief Health Officer for dealing with the former class 
of disease. In addition to the changes incidental to the 
adoption of the recommendations of Dr. Elkington, a ma- 
terial change has been effected by the co-ordination of the 
Government Medical Services. This involved subjecting all 
medical work performed for the Government to one respon- 
sible medical officer. 
Constitution. 

The Medical Branch of the Department was re-con- 
stituted, and comprised an Acting Chief Health Officer, a 
part-time Government Bacteriologist, a Secretary, a Clerk, 
a Chief Inspector and an Inspector. The experience of the 
first six months revealed that this staff was too small to 
cope with all the work that had to be performed, and tem- 
porary assistance therefore became essential. The appoint- 
ment of an additional permanent officer was being con- 
templated at the time when the report was drafted. The 
expenditure of the Department amounted to £3,625, a modest 
sum, in view of the economic importance of the efficient 
administration of hygiene and public health. 


Local Health Administration. 


Dr. Clarke points out that some of the local health authori- 
ties are active, and discharge their duties connected with 
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the control of the sanitary conditions in a very satisfactory 
manner; while others, which unfortunately constitute the 
‘majority, have been guilty of very serious neglect. In a few 
districts, the existence of disgraceful conditions of sanita- 
tion has been revealed. He refers to the necessity of con- 
stant and skilled supervision, and urges upon lecal authori- 
ties to secure the services of a medical officer of health 
and a competent sanitary inspector. The Department has 
endeavoured to render assistance in every possible direc- 
tion to the local authorities. When complaints are received, 
the local authority is called upon to undertake an enquiry, 
and to issue a report. If it can be shown that there has 
been laxity on the part of the Council in dealing with the 
matters brought under their notice, the Department take 
immediate action to effect a remedy. 


Notifiable Diseases. ” 


The first outbreak of epidemic cerebro-spinal meningitis 
that has been known in Tasmania occurred in the second 
half of 1915. The disease was declared a “dangerous in- 
fectious disease” on September 23, 1915, and strict isolation 
was enforced, in accordance with the provisions of the 
“Public Health Act, 1903." The patients were admitted to 
the General Hospital, Hobart, and additional accommoda- 
tion was made available at the Vaucluse Hospital. Fortu- 
nately, there was no need to take advantage of this addi- 
tional accommodation. In the north, the patients were iso- 
lated in the Carr Villa Hospital. In addition to the isola- 
tion of patients, means were adopted to detect and isolate 
carriers, and to apply disinfection, when necessary. A 
recrudescence ofthe disease occurred in May and June, 1916. 
The mortality in the second outbreak was lower than that in 
the first. In all, 57 cases were notified during the course 
_ of the year. 

A considerable amount of diphtheria was distributed 
throughout the island. The total number of cases notified 
was 988, of which 197 occurred in Launceston, 187 in Ho- 
bart and 101 in Devonport. Owing to the infection of a 
number of school children, a systematic examination of the 
fauces of the pupils at the Hobart State Schools was carried 
out. In this way the sources of infection were frequently 
recognized, and the carriers isolated as a prophylactic 
measure. 


In 28 of the 51 municipal districts enteric fever was met 
with. The total number of cases notified was 153, including 
33 cases in Hobart, 21 in Ringarooma, 12°in Launceston and 
12 in New Norfolk and 10 in Latrobe. In Ringarooma a 
single pan sanitary service had been in existence for some 
time, and to this fact the spread of the disease was at- 
tributed. The local authority, on a strong recommendation 
from the Department, started the institution of a more 
efficient service. The occurrence of paratyphoid fever, 
through the intermediation of returned soldiers, was sus- 
pected by the presence of a number of mild cases of en- 
teric fever. 

Scarlet fever was prevalent in many districts, and no less 
than 125 cases were notified. An outbreak at Gordon of 16 
cases was attributed to the neglect to isolate the patients 
properly. 

A sad story is unfolded in regard to the prevalence of 
pulmonary tuberculosis. During the course of the year 85 
cases were notified in Hobart and 34 in Launceston, out 
of a total of 241 for the whole State. But few municipal 
districts were entirely free of the disease. Reference is 
made in the report to the necessity of controlling persons 
capable of spreading infection,.or, in other basics of iso- 
lating the advanced cases. 

The number of cases of puerperal fever notified was 20, 
of which nine occurred in Hobart. Medical practitioners 
are requested, when notifying these cases, to give the name 
and address of the midwife or nurse in attendance. The 
Department makes it a practice to prevent the midwife or 
nurse from following her vocation for a period of 21 days. 
Means are also taken to ascertain whether negligence or 
carelessness has contributed to the onset of the condition. 

There were, in addition, 53 cases of varicella, 3 of anterior 
poliomyelitis and 11 of ophthalmia neonatorum, 

' The basis for a control of venereal disease in Tasmania 
at the time covered by the report was restricted to the 


Contagious Diseases Act of 1879, the provisions of which 
were limited to one sex under very restricted conditions. 
Since the issue of the report, fresh I¢gislation, based 
largely on the recommendation of the Committee of the De- 
partment of Trade and Customs appointed to enquire into 
the causes of deaths and invalidity in the Commonwealth, 
has been introduced. The steps taken in the vain endeavour 
to control these diseases with inefficient means has there- 
fore now but historic interest. It is noted that the patients 
under treatment during the year under review numbered 
seven, and the eost to the State amounted to £19 5s. 4d. 
per patient. 


In an appendix, the death-rates of various diseases are 
reproduced from the returns of the Government Statistician. 
It appears that tubercular diseases caused 6.53 deaths per 
10,000 persons living, Diphtheria caused 1.46, pertussis 
and influenza 1.25, enteric fever 0.85, syphilis 0.55, scarla- 
tina 0.25 and morbilli 0.15. With the exception of diph- 
theria, these mortalities are all higher than those + eee 
in 1914. 


Rat Extermination. 


For reasons which are not disclosed, the work of rat 
destruction was discontinued at the end of June, but was 
again resumed in February, 1916. The cost of this work 
was borne equally by the Government, the Marine Board of 
Hobart and the Hobart Local Authority. In five months 
942 rats were caught, at an expenditure of £60. It is antici- 
pated that a large number of rats get away with the bait. 
and die in their burrows. It is proposed to make a regular 
bacteriological examination of the carcases, for the pur- 
poses of ascertaining whether any of the rodents are in- 
fected with plague. 


Food and Drugs. 


Dr. Clarke points out that the local administration of the 
measures for the control of the purity of foods and drugs 
was very deficient. A complete survey of the State was 
planned in January, but owing to the many pressing duties 
of the inspectors, it was not completed within the six 
months. The provisions of the regulations were explained 
to those handling food, and special attention was directed 
to the necessity of proper protection of food from con- 
tamination, of cleanliness of milk, ices and ice-creams, 
and of the proper handling of meat. It was found that in 
Hobart neglect on the part of tHe butchers constituted a 
disgrace to the community. In the majority of cases no 
difficulty was experienced in having the defects remedied. 


Midwives. 

During the course of the year 282 midwives took out 
their annual certificates. The names of 23 persons were 
added to the register, bringing the total up to 598. Many 
of the midwives on the register are too old to practise, while 
others have left the State. An enquiry elicited the fact 
that some of the midwives had continued to practise, not- 
withstanding that they had failed to apply for the annual 
registration. Police-court proceedings were taken in these 
cases. ‘When a midwife fails to take out a certificate for 
two years, she has to explain to the Medical Council the 
reasons for having omitted to take out the certificate or 
for having ceased to practise and to give an account of 
her conduct and employment in the mean time. 


Bacteriological Work. 


The Government Bacteriologist, Dr. Terence C. Butler, 
appends a short report of the work conducted by him during 
the year. A considerable amount of diagnosis work was 
carried out, and, as has been mentioned, much energy was 
expended on the tracing of the sources of infection of diph- 
theria in school children. The work connected with the 
epidemic of cerebro-spinal meningitis also absorbed much 
time and care. 


We have to announce the death of Dr. Charles Carty 
Salmon, M.H.R., of South Yarra, which took place on Sep- 
tember 15, 1917. 
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Abstracts trom Current Medical 
Literature. 


THERAPEUTICS. 


(97) Effect of Alcohol on Respiration. 


H. L. Higgins has studied the action 
of alcohol upon the respiration of seven 
men (Journ. of Pharm. and Exper. Thera- 
peutics, May, 1917). The investigation 
was designed to study the effect of al- 
cohol on the respiration in influencing 
the respiratory centre itself, in chang- 
ing the tone of the bronchial muscles, 
thus altering the volume of the dead 
space, in increasing or in decreasing 
the gaseous exchange, or in producing 
a different rate, rhythm or character of 
breathing. The sensitivity of the res- 
piratory centre was inferred from mea- . 
surements of the tensicn of the alveo- 
lar carbon dioxide before and after the 
administration of alcohol. The volume 
of the dead space was estimated by de- 
termining the alveolar concentration of 
carbon dioxide by Haldane and Priest- 
ley’s method, and ascertaining the gase- 
ous exchange with the aid of the valves 
and spirometers of Tissot. The rate of 
breathing was counted, and the char- 
acter of the breathing examined on 
tracings taken with a pneumograph. 
The alcohol was given as pure ethyl 
alcohol diluted with water and flavour- 
ed with cold cereal coffee. The quan- 
tities of alcohol given, varied from 30 
c.cm. to 45 c.cm. Full details are re- 
corded of the results of each experi- 
ment. The investigation shows that 
alcohol may increase the sensitivity of 
the respiratory centre, though some- 
times this effect is absent. The in- 
creased respiratory sensitivity is in- 
ferred from a fall in the tension of the 
alveolar carbon dioxide. Alcohol has 
no action on the bronchial muscles 
except an occasional bronchial dilata- 
tion. Unless restlessness is induced by 
the alcohol the rate of breathing is not 
altered. Heat production, estimated 
from the consumption of oxygen, is not 


‘increased as a rule, though an occa- 


sional rise of heat production of 5 to 
7% has been observed. In 45% of the 
experiments the rate of the pulse has 
been accelerated. A study of the res- 
piratory quotients obtained in these 
experiments, reveals that 45 c.cm. al- 


‘cohol does not burn at a faster rate 


than 30 c.cm., that 30% of the total 


-metabolism is due to the combustion 


of the alcohol, and that, on the as- 
sumption that the alcohol is burned at 
an uniform rate, 30 c.cm. are burned in 
8 hours and 45 c.cm. is 12 hours. The 
ventilation of the lungs is diminished 
after the administration of alcohol on 
account of the lessened production of 
carbon dioxide. 


(98) Medication with Heterologous 
Proteins. 
F. J. Scully has treated 25 patients, 


suffering from acute articular rheu- 
matism, with intravenous injections of 


|-a foreign protein (Journ.. Amer. Med. 
Association, July 7, 1917). Each injec- 
tion gives rise to a reaction character- 
ized by a chill accompanied by head- 
ache and nausea. The chill is followed 
by sweating. The temperature rises 
for three or four hours after the chill 
and falls slowly to normal in the next 
24 hours. The number of leucocytes in 
the circulating blood is diminished 
after the injection, but soon increases 
to a maximum, which is reached six 
hours later. The blood pressure falls 
after the chill and does not rise for 
several hours. The foreign protein, 
used in the treatment of this group of 
patients, was an emulsion of typhoid 
bacilli heated to 70° C. for two hours. 
One cubic centimetre contained 
150,000,000 bacilli. Doses of 0.25 c.cm. 
or 0.5 c.cm. were given into a vein. The 
' patients were kept well covered during 
the chill. They were kept in bed for 
three days after all the symptoms had 
disappeared. The results obsered with 
the 25 patients were as follows:—Ten 
recovered after a single injection. The 
disease was recent and uncomplicated. 
Three patients recovered slowly. These 
received three injections. Two patients 
relapsed on the tenth day after appar- 
ent cure with one injection. These pa- 
_ tients remained well after a second in- 
jection. Four patients received only 
temporary improvement from the in- 
jections and did not recover until 
treated with salicylates. Four other 
patients did not improve until given 
intravenous injections of sodium iodide. 
One patient developed delirium tremens 
and died. The author considers that 
the use of these injections is contra- 
indicated in patients with cardiac 


to alcoholism. 


(99) Treatment of Acute Anterior 
Poliomyelitis. 


H. Ulrich has investigated the re- 
sults obtained by treating 120 patients, 
suffering from acute anterior polio- 
myelitis, with different methods of spe- 
cific early therapy (Boston Med. and Surg. 
Journ., July 19, 1917). The patients 
were inmates of the same _ hospital 
during the same epidemic. They have 
been divided into six groups. Those in 
group A were treated with three intra- 
spinous injections of. immune serum. 
Those in group B were given similar 
injections of normal serum. Those in 
group C were injected with their own 
cerebro-spinal fluid. Those in group 
D were treated by lumbar puncture. 
Those in group E were not given any 
treatment. Group F includes 19 pa- 
tients who died within 48 hours from 
admission to hospital. Details are 
given of the treatment of the individual 
patients in each group. The result of 
treatment was considered six weeks 
after admission. The number of cases 
in each group was roughly identical 
The results are summarized under 
headings of marked, moderate, slight 
and no improvement and of fatalities. 
No differences are shown between any 
of the different modes of treatment. 


Forty per cent. of the patients show 


lesions and in those who are addicted © 


marked improvement, and 40% show 
moderate improvement. The author 
concludes that the different forms of 
treatment are useless, and that lumbar 
puncture causes unnecessary pain to 
the patients and disturbs their rest. 
In this way, he believes, permanent 
harm is done to the patients who need 
complete rest in the early stages of 
paralysis. : 


(100) Picric Acid as an Antiseptic. 


T. F. Broon has applied picric acid 
as an antiseptic in the routine treat- 
ment of 3000 wounded patients in an 
Australian Auxiliary Hospital in Egypt 
(Journ, Roy. Army Med. Corps, June, 
1917). An aqueous solution containing 
1 per cent. picric acid was applied on 
thin gauze to superficial wounds. Sup- 
purating sinuses were washed with a 
stronger solution. Arm and leg baths 
were used with a 5% solution in pa- 
tients with suppurating fractures and 
with crushed tissues. The results were 
uniformly good. Healthy and vigorous 
granulation rapidly ensued. The 
author noted the absence of any coagu- 
lation of the tissues and of any case _ 
of poisoning due to absorption. The 
discolouration of the skin lasts many 
months, but the staining does not ex- 
tend to the subcutaneous tissues or to 


the muscles. 


(101) Treatment of Hzeemoglobinuria. 


R. A. Torrance and F. H. Bowman 
(U. 8. Naval Med. Bulletin, April, 1917) 
report the histories of eight cases of 
hemoglobinuria occurring in Haiti. 
They have treated these patients with 
quinine, and have found that the use 
of quinine is most effective when the 
hemoglobinuria is due to malaria. In 
most of these cases quinine was given 


‘intramuscularly, since the authors were 


unable to give intravenous injections 
owing to special circumstances. In 
addition to the administration of 
quinine, large amounts of water con- 
taining bicarbonate of soda, were given 
by the mouth. The authors consider 
that it is far better to risk the chance 
of some slight hemolytic action of 
quinine than to expose the patient to 
the enormous destruction of red cells 
caused by the rapid multiplication of 
the malaria parasites. 


(102) Hypertonic Salts Solution in 
Gonorrhea. 


C. H. Dragoo (U. 8. Naval Med. Bul- 
letin, April, 1917) has used Wright’s 
hypertonic salt solution in conjunction 
with argyrol in the treatment of gon- 
orrheea. He reports detailed histories 
of three cases in which the results 
were satisfactory. He tested this treat- 
ment on patients who had freshly ac- 
quired infections and who had received 
no previous treatment. The patients 
were confined in hospital, but the diet . 
was not regulated, and no other treat- 
ment employed, except rest in bed for 


three days from the beginning of the 
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disease. _ Irrigations with Wright's so- 
lution for one and a half hours were - 
employed night and morning. Each 
irrigation was followed by an injection 
of argyrol, which was retained for five 
minutes. In the first case no gonococci 
could be found after the fifth day. In 
the second case the gonococci disap- 
peared on the twelfth day, while the 
third case revealed gonococci in the 
smears until the eighteenth’ day. 


UROLOGY. 


(103) Treatment of Median Bar 
Obstruction. 


H. G. Bugbee defines the median bar 
obstruction of the vesical neck as an 
elevation at the apex of the trigone 
caused by an inflammatory. change, 
submucous glandular hyperplasia or 
median. prostatic hypertrophy (Urologic 
and Cut. Review, July, 1917). In dealing 
with. the use of high frequency spark 
in the treatment of this form of ob- 
struction to the flow of urine, he limits 
himself to cases in which the median 
lobe of the prostate forms a fibrous ring 
around the vesical neck, as well as to 
_cases of general carcinoma. Before the 
treatment may be instituted, a correct 
diagnosis is essential. There must be 
absence of lateral lobe @nlargement 
and of anterior lobe enlargement, acute 
prostatis and vesiculitis, and no nerve 
lesion may be present. The diagnosis 
is thus made by a process of elimina- 
tion. After the diagnosis is made, the 
patient is subjected to a period of pre- 
paration. This preliminary. treatment 
consists in rest in bed, hot saline ene- 
mata and purgation, diuretics, a non- 
irritative urinary antiseptic, occasional 
catheterization and at times gentle 
prostatic massage. The high frequency 
spark is applied under local anesthesia 
with novocaine and adrenalin. The au- 
thor uses a small calibre, indirect, close 
vision cystoscope, with a deflector to 
manipulate the wire. The wire is the 
smallest steel insulated wire obtain- 
able. The end of the wire is carefully 
adjusted, so as to lie in contact with 
‘the inner margin of the bar. When the 
current. is turned on, bubbles form; 
these should, be washed away. A 
complete cut is made without 
withdrawing the wire. The cysto- 
scope is then removed. There 
should be no bleeding. After the first 
application there will be a V-shaped 
cut, lined with grey slough. The sec- 
ond application is carried out after the 
slough has separated and the urine is 
free from flakes. At this sitting, the 
furrow made at the first application is 
widened. As a rule, no further appli- 
cations are required, at all events for 
several months. The author reports on 
his first 25 cases. The last of the cases 
was completed 2% years previously. 
Of these, the obstruction was undoubt- 
edly inflammatory in 13. The patients 
have remained completely cured. Three 
patients were tabetic subjects, and re- 
lief was secured in-two. In nine, the 
obstruction was due to middle lobe 
hypertrophy. Four of the patients have 
not had any treatment for five years; 
and are able to empty their bladders. 


Three others have been freed from 
symptoms for 2, 3% and 4 years re- 


spectively. The two remaining patients. 


need prostatectomy, on account of lat- 
eral lobe hypertrophy. In two carcin- 
oma cases the tumour formed a dis- 
tinct bar, which caused obstruction. 
The treatment secured great relief for 
these patients. The author claims for 
the high frequency spark treatment of 
median bar obstruction the advantages 
that the patient is not incapacitated, 
that the relief can be effected without 
pain or hzemorrhage, under the guid- 
ance of sight, that no raw surfaces are 
left, through which infection might 
gain an entrance, and lastly that by 
additional applications after the slough 
has separated, the exact degree of de- 
struction desired can be secured. 


(104) Perineal and Suprapubic 
Prostatectomy. 

J. M. Gile, who has operated on 62 
patients for the removal of the pros- 
tate, feels justified in regarding the 
perineal operation as more advantage- 
ous than the suprapubic, at all events 
in his hands (Boston Med. and Surg. 
Journ., April 26, 1917). He has per- 
formed suprapubic prostatectomy 24 
times, and has experienced 11 deaths, 
while he has carried out 36 perineal 
operations with four deaths. Recovery 
occurred in 47 patients, and in 42 there 
were perfect functional results. One 
patient was left with a permanent 
abdominal sinus, two had slight but 
permanent ‘perineal sinuses, leaking 
only at times (in both there was ma- 
lignant disease of the prostate), a 
fourth had a rectal fistula, also in 
association with malignant disease, 
and the fifth complained of partial 
incontinence of urine. In the series of 
62 patients, six had malignant disease. 
The condition was complicated by 
vesical calculus in two cases, and- once 
by non-malignant polypus of the blad- 


der. The convalescence was disturbed 


twice by severe infection, once after the 
suprapubic and once after the perineal 
operation. One of the patients oper- 
ated on by the perineal route died 40 
days later of pulmonary embolism; 
another died of dynamic or intes- 
tinal statis; the third died of sup- 
posed pyloric stenosis due to can- 
cer of the stomach. The deaths 
after the suprapubic prostatectomy 
were due to suppression of urine, 
mixed pyogenic infections, tetanus, al- 
leged surgical shock and hemorrhage. 
The average time of healing of all 
cases was 28 days, excluding the cases 


with a permanent sinus. The quickest . 


complete closure took place in 11 days 
and the longest in 52 days. 


(105) External Urethrotomy and Sem- 


inal Vesiculotomy. 


Eugene Fuller has found that his 
former practice of dealing with acute 
infections involving the urethra, peri- 
urethral tissues and seminal vesicles 
by two or more separate operations was 
associated with serious disadvantages 
(Journ. Americ. Med. Association, July 28, 
1917). Not infrequently the patients 
refused to submit to the necessary op- 


> 


erative procedures subsequent to the 
first intervention. He now performs a 
single operation. In the first place he 
places the patient in the knee-chest 
position, and opens up the seminal 
vesicles, and deals with them as the 
condition requires. Then he moves the 
patient into the lithotomy position, and 
incises the perineum by a free median 
incision, opens up the urethra and the 
neck of the bladder. If necessary, he 
undertakes the repair of the urethra 
and eliminates all urethral false pas- 
sages. All foci of suppuration are 
drained, and he always employs a rub- 
ber tube inserted through the peri- 
neum into the bladder. At times he 
finds it necessary to keep the perineal 
wound open and to pack it with gauze. 
In other cases he closes the wound, 
save for that portion. which is occupied 
by the vesical drain. Two tubes are re- 
quired for the drainage of the seminal 
vesicles. All the packings and sutures 
are removed at the end of five days, 
and the tubes after ten days. He gives 
details of four cases, to illustrate his 
procedure. He has performed the 
single-stage operation in ten cases. 
Nine of the patients did well, while the 
tenth died of a pre-operative infection 
of the seminal vesicles with a strep- 
tococcus. 


(106) Nephrectomy for Renal Tuber- 
culosis. 


F. S. Crockett is convinced that renal — 


tuberculosis can be diagnosed early 
enough to permit of the removal of the 
kidney, before the infection has spread 
to contiguous tissues (Urologic and Cut. 
Review, July, 1917). He records two 
cases to illustrate his method of arriv- 
ing at a diagnosis. In his experience, 
tuberculosis of the hidney may be sus- 
pected when there is frequent and pain- 
ful micturition, when the urine is 
passed at night, and when the urine is 
smoky or turbid, but no bacteria can 


- be detected on staining specimens of 


the sediment. He then proceeds to inject 
the urine into guinea-pigs, but warns 
his readers that a few tubercle bacilli 
may be present in the urine in the 
course of a tubercular infection of 
another part of the body, without renal 
involvement. Pus in the urine makes 
him highly suspicious of renal tuber- 
culosis. The patients may retain 
weight, and their temperature may be 
normal. He proceeds to the removal 
of the kidney when the guinea-pig in- 
jected with the urinary sediment de- 
velopes tubercular lesions. 


(107) Thorium in Pyelography. 

J. F. Burns contributes a_ short 
article on the advantages of thorium 
in solution as a pyelographic medium 
(Journ. Americ. Med. Assoc., February 17, 
1917). He maintains that there is no 
evidence that it acts toxically, even 
when applied in relatively large quan- 
ties. The solution is non-irritating. 
Pyelograms and cystograms prepared 
with this solution possess great clear- 
ness of delineation, and as the solution 
is quite clear, it is rapidly eliminated 
from the urinary tract. Another ad- 
vantage of thorium is that it does not 
stain linen. It is quite inexpensive. 
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Daval and Military. 


The 338th list of casualties was issued on September 15, 
1917. It contained the names of 86 officers and 812 men. 
None of the officers were members of the Australian Army 
Medical Corps. 


The following announcements have appeared in the Com- 
monwealth of Australia Gazette, No. 155, of September 13, 
1917:— 

Army Medical Corps. 

Captain Arthur Duncan Forbes, Royal Australian 
Medical Corps, is appointed Captain in the Austra- 
lian Imperial Force. Dated 20th April, 1917. 

To be Lieutenant-Colonel— 

Major (temporary Lieutenant-Colonel) 
McWhae. Dated 20th February, 1917. 

Lieutenant-Colonel D. M. McWhae is granted the 
temporary rank of Colonel whilst employed as 
Assistant Director Medical Services, Austra- 
lian Imperial Force Depéts in England. Dated 
20th February, 1917. 

To be Lieutenants-Colonel— 

Majors (temporary Lieutenants-Colonel) W. G. D. 
Upjohn, T. E. V. Hurley, B. Quick, H. R. G. 
Poate. Dated 20th February, 1917. 

To be temporary Lieutenants-Colonel— 

Majors J. C. Storey, P. Fiaschi, W. E. Kay, E. T. 
Brennon, M.C., W. E. Grigor. 
Australian Army Medical Corps. 

To be Lieutenant-Colonel— 

Major (temporary Lieutenant-Colonel) R. Fowler, 
and to command No. 4 Australian Light Horse 
Field Ambulance. Dated 18th February, 1917. 
To be Majors— 
Captain G. E. Cole, No. 13 Field Ambulance. Dated 
29th January, 1917. 
Captain F. C. Burke-Gaffney, No. 2 Australian Sta- 
tionary Hospital. Dated 18th February, 1917. 
Captain (temporary Major) R. E. Shuter. Dated 
19th March, 1917. 
To be Major— 


D. M. 


Captain (Honorary Major) R. L. Rosenfield, Aus-_ 


tralian Army Medical Corps. Dated ist 
August, 1917. 
To be Captains— 
Honorary Captains H. W. B. Cairns, F. H. Beare, 
N. B. Hall, B. F. Moore, and E. L. Symons, 
Australian Army Medical Corps Reserve. Dated 
7th August, 1917. 
Honorary Captain A. K. Gault, Australian Army 
Medical Corps Reserve. Dated 20th July, 1917. 
Robert Percy Young. Dated 14th March, 1916. 
Henry Vicars Gillies, Dated ist August, 1917. 
David Peter Greenham. Dated 4th August, 1917. 


John Patrick Horgan. Dated 21st August, 1917. 
1st Military District. 


Ausirhiion Army Medical Corps Reserve— : 
John Anthony Ernest Arthur Lavery. and William 
Humphreys Jamison are to be Honorary Cap- 
tains. Dated ist August, 1917. 
John Erskine Brown Maclean is to be Honorary 
Lieutenant. Dated ist June, 1917. 
The resignation of Honorary Captain G. S. Sameul- 
son of his commission is accepted. “ Dated 31st 
July, 1917. 
2nd Military District. 
Australian Army Medical Corps Reserve— 
Raymond Bails is Honorary Captain. 
July, 1917. 
The resignation of Honorary Lieutenant P. Clip- 
sham of his commission is accepted. Dated 
31st July, 1917. 
8rd Military District, 
Australian Army Medical Corps Reserve— 
Thomas Alexander Wilson is Honorary Captain. 
Dated ist August, 1917. 
John Hemphill Rutter is Honorary Captain. Dated 
15th August, 1917, 


Dated 13th 


Thomas William Brown is Honorary Captain. 
Dated 25th June. 1915. 

(This cancels the notification respecting date 
of appointment of this officer, which appeared in 
Executive Minute No. 213, 1916, promulgated on 
page 614 of Commonwealth of Australia Gazette, No. 
35, of 16th March, 1916.) : 

The rank of Honorary Captain granted to H. E. A. 
Jackson, on page 1942 of Commonwealth of Aus- 
tralia Gazette, No. 110, of 24th August, 1916, is 
withdrawn. 

4th Military District. 
Australian Army Medical Corps Reserve— 

Thomas Borthwick is Honorary Major. 
August, 1915, 

The notification respecting promotion of 
Honorary Captain E. L. Borthwick to be Hono- 
rary Major, which appeared on page 1630 of 
Commonwealth of Australia Gazette, No. 86, of 20th 
July, 1916, is withdrawn. 

5th Military District. 
Australian Army Medical Corps— 

The provisional appointments of Captains J. P. 
Kenny, V. O. Stacy, R. S. McGregor, N. B. 
Watch, and C. H. Shearman are confirmed. 

6th Military District. 
Australian Army Medical Corps— 

Major (Honorary Lieutenant-Colonel) H. N. Butler, 
D.S.O., is Officer Commanding No. 9 Australian 
General Hospital (temporarily) (part-time}. 
Dated ist August, 1917. 

2nd Military District. 
To be Honorary Lieutenant-Colonel— 

Honorary Captain H. S. Stacy, Australian Army 
Medical Corps Reserve. Dated ist October. 
1915. 


Dated 16th 


6th Military District. 
To be Honorary Lieutenant-Colonel— 
» Major H. N. Butler, D.S.O., Australian Army Medi- 
cal Corps. Dated ist January, 1916. 


Termination of Appointments. 
The appointments of the undermentioned officers are 
terminated from dates stated opposite names:— 
Colonel C. H. W. Hardy, D.S.O. Dated 21st August, 
1917. 
Colonel R. E. Roth, D.S.O., V.D. Dated 7th May, 
1917. 

(This cancels the notification respecting this 
officer which appeared in Executive Minute No. 
350/1917, promulgated on page 1234 of Common- 
wealth of Australia Gazette, No. 82, of 7th June, 
1917.) 

Lieutenant-Colonel 
August, 1917. 
Captain V. McDowall. Dated 22nd August, 1917. 


AUSTRALIAN ARMY MEDICAL CORPS Sere 
FUND. 


A. J. Meikle. Dated 21st 


We have to acknowledge, the receipt of a contribution of 
£5 from Dr. E. Sirois, of Marburg, Q., bringing the total 
up to £58 1s. We have to rectify two errors which have 
been made in previous lists. Dr. Kerr Scott’s name was in- 
correctly given as Dr. Kerr Smith (Brisbane). The amounts 
contributed by Dr. R. A. Parker and Dr. J. Ramsay Webb 
were reversed. We hope that our colleagues will accept 
our apologies for these mistakes, and that all the con- 
tributors will accept our sincere thanks. We are still pre- 
pared to receive further contributions from those who have 
not yet.responded to our appeal. 


Obituary. 


ARTHUR HENRY GAULT. 


Arthur Henry Gault, whose. death took place on August 
28, 1917, was born in Manchester in the year 1864, and was 
educated at the Manchester Grammar School. On leaving 
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school he entered Owen’s College, and at the age of 23 
secured the diplomas of the membership of the Royal Col- 
lege of Surgeons of England and licentiate of the Royal 
College of Physicians of London. In 1887 he took the degree 
of Bachelor of Medicine at the London University. He won 
the Turner Medical Prize during his final year at Manches- 
ter. Immediately after qualifying he became House Physi- 
cian at the Manchester Infirmary, and later House Surgeon 
at the Ashton-under-Lyne Infirmary. In 1888 he came to 
South Australia, and settled at Mitcham, where he practised 
until the time of his death. His conscientiousness and dili- 
gence brought him a large number of patients, and assured 
his success as'a general practitioner. In1900 he again visited 
England, partly for the purpose of taking his M.D. degree, 
and partly to study what was being done in the old country 
and on the continent in the treatment of pulmonary tuber- 
culosis. From that time onwards he specialized largely in 
pulmonary diseases. . In 1910 he was appointed Assistant 
Honorary Physician at the Adelaide Hospital, and in 1913 
full Honorary Physician. His re-appointment to the hon- 
orary staff, which is necessary every third year, ac- 
cording to the rules of the Hospital, took place last year. In 
order to facilitate the treatment of his patients in South 
Australia, he built the Nunyara Sanatorium at Belair. Duar- 
ing the past few years his health began to fail, but, he con- 
tinued to work up to a week before his death. 

Arthur, Henry Gault was actively associated with the 
Methodists, and held several important offices in connexion 
with the Methodist Conference. He was regarded as an ex- 
cellent lay preacher. He leaves a widow and one son, 
Captain Arthur Kyle Gault, who served in the Army Medi- 
cal Corps as a private in Gallipoli, and returned to Aus- 
tralia after having been wounded. He then completed his 
medical course, passed his examinations for the degrees of 
M.B., B.S., at the Adelaide University, was registered in 
August, 1917, and is now on his way to the front with a 
commission to the Australian Army Medical Corps. 
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RONALD LENNOX HENDERSON. 


The war continues to claim its sacrifices among ‘the 
keenest and the most promising members of the medical 
profession. But few weeks pass without some fresh addition 
to the already considerable roll of honour. In our issue of 
August 25, 1917, we had the sad duty of recording the 
death from wounds of Captain Ronald Lennox Henderson. 

Ronald Lennox Henderscn was born in Toowoomba in 
1878. He was educated at the Townsville Grammar School, 
where he matriculated in the Sydney University Junior 
Examination in 1893, winning the gold medal for the high- 
est pass. On leaving Townsville, he spent about two years 
with the Union Mortgage Company at Rockhampton. Cast- 
ing aside a commercial life, he entered the Otago Uni- 
versity, New Zealand, and completed his first year of the 
medical course. He then proceeded to Edinburgh. In 1903 
he graduated as Bachelor of Medicine and of Surgery. The 
following year was spent as House Physician at the Carlisle 
Infirmary, and, before returning to Australia in 1905, he 
also served as House Surgeon at the same institution. At 
the end of 1905 he started practice at Adaminaby, in the 
south-east of New South Wales, but after a time the attrac- 
tions of the north drew him first to Lismore and then to 
Crow’s Nest, in Queensland. His stay in Crow’s Nest was 
a brief one. Having arrived there in 1913, he volunteered 
for active service early in 1915, and left with the Aus- 
tralian Imperial Force on the last day of July of that year. 

His first destination was Lemnos. After the evacuation 
of Gallipoli, he was appointed Medical Officer to the 2nd 
Battalion, which was sent to France. In November, 1916, 
he had an acute attack of pneumonia, from which he recov- 
ered. He returned to active duty, and displayed such great 
‘ courage and determination in the prosecution of his danger- 
ous duties that he was awarded the Military Cross in June, 
1917. He was wounded twice, and in the 331st list of casu- 
alties it was. announced that he had died of the results of 
his second wounds, incurred in May. He had been removed 
to the Royal Herbert Hospital, at Woolwich, where he died 
on July 31, 1917. He leaves a widow and two infant chil- 


dren—a boy and a girl. The sympathy which the medical 


profession has with his widow is tempered with pride— 
that Ronald Lennox Henderson was endowed with those 
qualities which make for the greatness of the British Empire. 


WILLIAM MORGAN HUNN. 


The death of William Morgan Hunn from heart failure 
took place on August 21, 1917. He was educated at tke 
Prince Alfred College, Adelaide, and at the Adelaide Uni- 
versity. He was a brilliant student, secured a “1st Class” 
each year, and won the Everard Scholarship in his final 
year by coming out at the top of the “lst Class.” He took 
his double degree in medicine and surgery in 1905. During 
his student days he became infected with tuberculosis, and 
immediately after qualifying went into the country, where 
his health improved. He took a trip to Japan, and on his 
return to South Australia started in practice at Booleroo 
Centre. In 1912 he visited England. On his return his 
health became much impaired, and in May of the present 
year he was forced to relinquish his practice. 


Special Correspondence. 


bi (By Our Special Correspondent.) 


CANADA LETTER. 


The National Service Board of Canada. 

A conference of the National Service Board was held at 
Ottawa in February, when a number of recommendations 
were made. It was decided that efforts should be made to 
supply farm labour in the western provinces, where it was 
estimated fifteen thousand men would be needed in the 


‘spring, and that a national survey should be made with a 


view to supplying any deficiency which may be found to 
exist in essential industries. The Board undertook also to 
provide suitable occupation for men of the overseas forces 
upon demobilization and, with this in view, it is proposed 
to obtain detailed information from all Canadian soldiers 
overseas as to the work they are best fitted to undertake 
by reason of their former occupation and training. It was 
stated by Mr. R. B. Bennett, M.P., the Director-General of 
National Service, that the return of the national service 
cards had been beyond expectation. The question of woman 
labour was discussed, and it was stated that the demand for 
women workers in munitions had been met for the present, 
and it was advisable for women who were not actually in 
need of employment to throw their energies into Red Cross 
work or some similar branch of war work. 


The Health of Munition Workers. 


In spite of all precautions, it is to be expected that the 
health of those who are working upon the manufacture of 
high explosives in munition factories should suffer to some 
extent from the fumes of the chemicals employed. In Mon- 
treal several cases of poisoning from the vapours of toluene 
have occurred. It appears that these vapours have an ex- 
hilarating effect, and produce a feeling of intoxication, and 
that workers employed in the manufacture of trinitrotoluene 
sometimes expose themselves voluntarily to these fumes in 
order to obtain this effect. In one case of the poisoning, 
which occurred in a student attending the medical faculty 
of McGill University, this was done. The patient was a 
young man of about twenty years of age, who was em- 
ployed in a munition factory upon the manufacture of 
trinitrotoluene during the months of July and August of 
1916. He developed jaundice and became so weak that hg 
was obliged to give up his work. However, he improved so 
much that in October he was able to resume his studies, 
though still slightly jaundiced when the session commenced 
at the beginning of October, but on October 18 was taken 
ill suddenly, with profuse hzmorrhages from the nose, 
bowels, and kidneys. He was admitted to hospital and died 
within forty-eight hours of admission. The post-mortem 
examination revealed diffuse and profuse hemorrhages in 
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practically all the parenchymatous organs, the whole pelvis 
of the kidney and the ureter were blocked by coagulated 
recent blood, and there were hemorrhages in the skin, peri- 
cardium and intestines. The left lobe of the liver was 
much diminished in size, collapsed, flat and extremely 
hemorrhagic; the right lobe was enlarged, and showed a tre- 
mendous parenchymatous swelling, which was greyish and 


produced a peculiar relief-map appearance of the paren-. 


chyma around depressed vascular channels. The case is re- 
ported at length in the Scientific Reports of the Royal Vic- 
toria Hospital, Montreal, Series B., No. 1, which has just 
been issued. It is concluded from the findings at the 
autopsy that trinitrotoluene is not a parenchymatous but 
a vascular poisoning, which injures the endothelium of 
the blood vessels and lymphatics. Absence of fatty changes, 
coagulation necrosis and bile precipitation was marked. An 
examination of the nitrogen partition of the urine of five 
cases of such poisoning was made by Drs. Harding and 
Mason, of the Royal Victoria Hospital, Montreal, and the 
results of the investigation are reported on pages 21 to 26 
of the Reports mentioned. It was found that the unde- 
termined nitrogen was high in all the cases, and excessively 
so in three of them. 


Correspondence. 


THE TREATMENT OF SYPHILIS. 


Sir,—Having read in the Journal an article by Captain 
Griffith on the subject of treatment of syphilis containing 
a number of statements and propounding several doctrines, 
which seem to me to be dangerous and hardly likely to 
create a favourable impression of Australian medicine if 
allowed to go from here to Europe or America un- 
challenged, I have felt it my duty to criticise 
the astounding expressions of opinion given in the 
paper referred to. My desire is solely directed towards 
the correction of what I regard as dangerous doctrine, 
hastily inferred from a year’s experience with a small num- 


ber of cases (200) by a man previously untrained in the 


practice of syphilology and, what is even more important, 
dermatology. If I seem unkind to this inexperience, I plead 
that I am only inspired by the sense of the absolute neces- 
sity of combating dangerous errors arising from faulty ob- 
servation and inaccurate expression. 

First, with regard to the discussion of the subject of early 
diagnosis, Captain Griffith displays a remarkable confidence 
in stating that in the period of a year’s work he met with only 
one case “where the clinical diagnosis of the primary lesions 

was doubtful.” This, being labelled as “clinical” and “pri- 

mary” presumably excludes all diagnosis by presence of 
secondary lesions, Wassermann reaction, search for spiro- 
chaetes, etc. I must congratulate Captain Griffith on his 
acuity, which I am sure is not approached by any practising 
' dermatologist or syphilologist of the present day. Speaking 
absolutely on my own behalf, I may say that, personally, 
although I see a great number of clinically typical hard 
chancres, I also see very many in which I am only too glad 
to summon the aid of laboratory methods. In fact, I think 
that scarcely an evening clinic passes without one or two 
or more cases being examined for spirochaetes. to enable 
a diagnosis to be made a few days earlier than would other- 
wise be possible. 

Captain Hunter Griffith, to excuse his lack of apprecia- 
tion of these helpful methods, pleads the difficulty of 
demonstrating’ the presence of spirochaetes, “owing to im- 
_ perfect methods of staining,” and repeats the plea in the 

same column, but seems to be completely unaware of a 

thod known as dark field illumination, by which the 
spirochaete can be recognized quickly, unstained, and all 
alive. There are so many descriptions of this method in 
the literature of the last ten years that I will not here tres- 
pass upon the valuable space of the Journal in order to 
describe it, but will merely remind Captain Griffith that 
it is available and valuable, and suggest capillary: tubes 
for collection and transmission of serum to Dr. Harris, of 
the Brisbane Laboratory of Microbiology and Pathology, if 
his own microscope is still “astray.” 


~ 


I should like to ask Captain Griffith please to enlighten 
the medical world as to the characteristics of a primary 
sore available to clinical examination which are present in 
“the great majority” (all but one of his series), so as to obvi- 
ate the necessity of resorting to the “finer methods of diag- 
nosis” and enable treatment to be instituted at the earliest 
moment, since he can be sure that they will be accepted 
with huge delight by all interested in the subject. So far 
from being, as Captain Griffith supposes, “outside the scope 
of the paper,” they should, I would humbly suggest, be 
the most important item of information vouchsafed therein. 

A point in the differential diagnosis between hard and 
soft chancre which is given I cannot support, viz., that soft 
chancre invariably responds rapidly to “mercurial lotions, 
ointments and powders, healing usually being complete in 
three or four days.” Soft chancre is comparatively rare in 
Sydney, so perhaps I should not do more than say that 
during seven years’ experience at the Royal Prince Alfred 
Hospital I have never seen a soft chancre heal in three or 
four days under such treatment, and have not infrequently 
seen them last a mack longer - time, in spite of such 


_ treatment. 


Next, while sympathizing with Captain Griffith in his 
desire to excise the primary sore where possible by circum- 
cision, I-am indeed envious of his good fortune in finding 
this operation @ossible in 50% of the cases, having due 
regard to his doctrine that “unless one can be tolerably 
certain that the whole scope of the chancre can be excised, 
it is advisable to leave it alone surgically.” I have no 
doubt been unfortunate in having a series in which the 
involvement of glans, corona or_preputial fold and under- 
lying tissues were involved in a much larger proportion 
than 50%;' I should say nearer 90%. 

Next, I was always under the impression that bubonocele 
was a hernial protrusion that had not escaped from the ex- 
ternal ring, and, as Captain Griffith states that surgical 
interference for this condition should be regarded as the 
last resort, I feel I must rescue him from the wrath of the 
surgeons by pointing out to him that he has in this instance 
at any rate strayed from the straight and narrow path 
of scientific accuracy and mistakenly applied this term to 
syphilitic inguinal lymphadenitis. 

However, when he says that “swollen, inflamed, tender 
and (mirabile dictu) fluctuating glands resolve very quickly 
after intravenous arsenical medication,” I feel impelled to 
point out that here again he has had a marvellously lucky 
series to find a syphilitic bubo fluctuating in a series of 
200 cases of all stages, since the softening of a syphilitic 
gland is held to be so excessively rare as to be less common 
than a tubercular complication’ of the -syphilitic sore or 
gland. I personally have not yet been fortunate, enough 
in my seven years at the Royal Prince Alfred Hospital to 
see there or elsewhere a syphilitic bubo fluctuant, except 
as a result of complication with soft sore, or ordinary pus 
organisms (in which case, of course, the use of arseno- 
benzol would have no effect on the softening). 

Rupia also is rare, in my experience about two instances 
coming under view at R.P.A.H. each year, and those 
in very neglected cases; here again I must congratulate 
Captain Griffith on his good fortune in having so many 
cases in a year as to be able to generalize upon them—or 
perhaps it would be possible to trace this frequence to the 
universal use of “Mist. Z. Coy.” 

Captain Griffith in the second part of his paper in- 
genuously disclaims all special knowledge of syphilis before 
he “started out to treat syphilis in the army” a year ago, 
and then goes on to lament his disappointment (at the dis- 


“covery of the toxicity of arsenobenzol, which he apparently 


attempted to “pour in” to his patients in an admittedly 
enthusiastic and amateur fashion. e: 

However, even allowing for previous inexperience, he 
seems to have been unfortunate (no doubt by way of com- 
pensation for his later great good fortune in finding rare 
manifestations of the disease in such profusion in 200 cases 
of all stages of syphilis) in discovering that arsenobenzol 
produced in “almost every case & most marked and often 
alarming reaction even‘when given in small doses.” His 
associates seem to have been even more unfortunate in 
their experience, as in the case of one of them “a number 
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of deaths had followed its administration.” Now, without 
for a moment denying the toxicity of the arsenobenzol 
drugs, or pooh-poohing any warning as to care in adminis- 
tration, I cannot for the life of me reconcile accuracy of 
observation and expression on the part of Captain Griffith 
with the great disparity from results as obtained in the 
R.P.A.H., where “Mist. Z. Coy.” is not yet used. Also I 
should like to congratulate the medical profession in 
Queensland on having an enviably complacent Coroner’s 
Bench, and long-suffering public to tolerate without any 
fuss the occurrence of “a number of deaths” from the ad- 
ministration of arsenobenzol. 


The fact is that the secret of Captain Griffith’s experi- 
ence is expressed in his own words, but he seems to 
have been quite unconscious of their significance, though 
he ought to have thought of it when he wrote “even in 
small doses.” I quote once more, “The distilled water, 
normal soda and saline solutions had to be taken on trust, 
these being supplied from the Base Medical Stores.” If 
Captain Griffith had glanced even lightly over some 
of the very instructive treatises on the administration 
of the drug, he would have found it quite scientifically 
impossible to “take the distilled water, etc., on trust.” He 
would have found also that if he injected this “trusted” 
distilled water or saline solution after due boiling, but 
without any addition of arsenobenzol or other drug, into 
tne veins of his patients, he would have yot nearly the 
same reaction as with the addition of arsenobenzol. And 
he would, moreover, have found that had he used water 
freshly distilled, (within 24 hours) he would rarely, if ever, 
have had “marked,” not to speak of “alarming” symptoms 
from the administration of arsenobenzol; and he could 
have spared himself the brain-fag inevitable from the in- 
vention of “Mist. Z. Coy.,” with its truly marvellous 
effects. In fact I would suggest that it happened that 
when he began to get better results it was probably be 
cause all the old aqua dest. in Base stores was used up. 
and he got a fresh brew of less toxic character; at any 
rate f£ offer this suggestion in lieu of a blind faith in “Mist. 
Z, Coy.” and citrates generally. 


The facts are that from August 31st, 1916, to August 
31st, 1917, there were given at the R.P.A.H. 


1765 
500 


. To out-patients 
To in-patients 


Total .. .. .. 2265 doses of 0.4 gm. arsenobenzol drugs. 


These were made up of— 


Strangely enough, there were no deaths at all, and mar- 
vellous to relate marked reactions were rare, and dangerous 
reactions unknown. And yet, and I fecl I must accentuate 
this point, not one single solitary patient received a single 
solitary dose of “Mist. Z. Coy.” nor anything approaching‘it. 


‘I offer for what it is worth the following suggestion, viz., 
that at R.P.A.H. the water used for preparation of saline 
solution and solution of arsenobillon or other arsenobenzol 
drugs, is always distilled within a few hours, generally 
within two hours of its use; that a minimum quantity of 
fluid consistent with proper dilution of the drug is injected 
(not more than 200°c.cm. and often much less). 


Now what reactions of a mild character do occur are 
found to depend much more upon the dexterity and absence 
of fuss on the part of the resident who administers the 
injection, and upon the consequent absence of excitement 
or shock, than upon the drug injected. 


But from all cases of albuminuria arsenobenzol in any 
form or dose is withheld, unless the trouble is syphilitic, in 
which cases minute doses are sometimes given with 
immense precautions and after referring the case to a 
physician for opinion. 


-constant aftermath of the arsenical treatment.” 


In my earlier experiences with “606” in 1911 I considered 
the existence of chronic nephritis to permit the administra- 
tion of “606,” but unfortunately the patient died uremic, . 
and never since then have~I allowed a patient to receive’ 
an arsenobenzol drug when I knew, or even suspected, that 
chronic nephritis existed. 


But I notice that Captain Griffith now considers the 
“testing of the patient’s urine unnecessary.” In this he 
stands alone, apart from all authorities on the use 
of the drug, and I prophecy the same downfall as I in 
my rashness suffered, and I don’t believe that even citrates 
will save him when the proper case comes along. 


The: periodical testing of urine is even considered neces- 


‘sary by most authorities for the proper conduct of 


mercurial treatment, but presumably this trifle is waived 
with the same airy nonchalance which characterizes 
Captain Griffith’s dismissal of the urine test in “606” ad- 
ministration. 


In continuation I find herpes is mentioned as “a fairl 
“Fairly 
constant” I read to mean at least a majority of cases. Yet 
we see it in R.P.A.H. in not more than 1% of cases, and yet 
citrates are never used and “Mist. Z. Coy.” is unknown. 
That herpes is a fair indication of the frequency and degree 
of febrile reaction is probable, but I would suggest that it 
is, in view of our figures from R.P.A.H., more nearly an 
index of ‘the toxicity of the “trusted” distilled water from 
Base Medical Stores than of the drug we both use with 
such widely different results, ‘ 


Nor can I support the statement that “the arsenic has 
a very noticeable and devitalizing influence on the gums 
and oral mucosa generally,” and especially cannot endorse 
the dictum “the arsenic has a more powerful action 
on the mouth than mercury,” and I believe the observation 
of Captain Griffith is unique to an extent unrivalled by any 
outside his paper. : 

One would think the criticism exhausted but a gem 
which must be included in the collection is the airy dis- 
missal of Adams’ Cream, on the ground of “the 
mercury not being triturated up fine enough for suspension 
in the medium.” This is too rich, and in the absence of 
Adams at the- war I feel impelled to point out on his behalf 
that the one essential and characteristic quality of Adams’ 
Cream (as evolved from a lot of very hard work and ac- 
curate observation of thousands of cases at the Naval Hos- 
pital at Haslar) is that it must be triturated to the last 
degrce of fineness, and anything that is not so triturated is 
not Adams’ Cream. And the very reason which Captain 
Griffith gives for preferring the ordinary old grey oil, we 
always advance for the use of Adams’ Cream, viz., that its 
suspension is as nearly perfect as possible owing to minute 
division by patient trituration, and the dosage is conse- 
quently even and accurate. I should advise Captain 
Griffith to read Adams’ article and concentrate more on 
such insignificant details as the dispensing of his pre- 
parations and the freshness of his solvents if he wishes to 
avoid trouble. 

As to iodides, their usefulness as curative agents as dis- 
tinguished from their action in healing lesions, is much 
debated, as they have no influence on an existing positive 
Wassermann. The possibility of their usefulness in primary 
syphilis is, in spite of Captain Griffith’s assurance, extremely 
remote. 

As to the citrates I cannot say anythjpg beyond that I 
have never used them, nor seen them used, nor read of 
them being used (before September, 1917), as a curative 
agert in syphilis, and that though that is no argument 
against their usefulness, I find they have been credited 
with so much that they demonstrably don’t do, that I.am 
tempted to believe that they don’t do anything at all more 
than would be done by pure water sterilized, or, better 
still, for external application normal saline solution. 


It will be noticed that all doses given in R.P.A.H. were 
0.4 gramme. This is because all men are treated as out- 
patients, and the in-patients are women, often in poor 
general health. .The use in private practice of 0.6 gm. under 
similar conditions has not resulted in any severe or alarm- — 
ing reactions, except in one case, which showed acute 
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jaundice—the only case of its ‘kind *I “have seen in many 
thousand injections. 

In conclusion, I would advise Captain Griffith to remem- 

ber that there is a full and bountiful literature on this sub- 
ject, easily accessible and very instructive. I would point 
out to him that in the R.A.M.C, there has been done a lot 
of first-rate work. Off-hand I can mention the names of 
Lambkin, Keogh, Harrison, and could give him many more 
if he would like to read their work. There is alsoa hospital in 
Rochester Row, London, where army syphilitics are treated 
and where much valuable work has been done by the 
R.A.M.C. officers, whose reports are easily obtainable in 
different publications. 
- But I should like to beg him and implore the rest of the 
Queensland medicos to “put not their trust” in citrates nor 
the distilled water from the Base Medical Stores, and 
above all to test the urine of patients for “606” injection. 

- With apologies for trespassing upon your valuable space 
to this extent. 

Yours, etc., 
E. H. MOESWORTH, M.B., Ch.M., 
ididliey Physician Diseases of Skin and Syphilis Clinic, 
Royal Prince Alfred Hospital, Sydney. 
September 17, 1917. 


Medical Appointments, 


Dr. William George Armstrong, Senior Medical Officer, 
has been appointed Deputy Director/General of Public 
Health and Senior Medical Officer of the Department of 
Public Health of New South Wales. 


Medical Appointments Vacant, etc. 


For announcements of medical appointm tmente. vacant, assistants, locum 
tenentes sought, etc., see ‘‘Advertiser,’’ page xv. 

Hospital for the Insane, Goodna, pucengane. Second 
Assistant Medical Superintendent. 


Medical Appointments, 


- IMPORTANT NOTICHE® 


Medical practitioners are requested not to apply for any 
appointment referred to in the following table, without 
having first communicated with the Honorary Secretary 
of the Branch named in the first column, or with the Medi- 
‘eal Secretary of the British Medical Association, 429 Strand, 
‘London, W.C. 


Branch. 


APPOINTMENTS. 


Medical Officers in all State-aided 
Hospitals in Tasmania. 


Brunswick Medical Institute. 

« | Bendigo Medical Institute. 

Prahran United F.S. Dispensary. 

Australian ‘Prudential Association Pro- 
prietary, Limited. 

National Provident Association. 

Life Insurance Company of Australia, 
Limited. : 

Mutual National Provident Club. 


Medical Officers to the Selwyn Hos- 
pital, North Queensland. 

Brisbane United copys In- 
stitnte. 

Warwick Hospital. 


VICTORIA. 
(Hon. Sec., Medi- 


cal Society Hall, 
Fast Melbourne.) 


QUEENSLAND. 


(Hon. Sec., B.M.A. 

Building, Ade- 

laide Street, Bris- 
bane.) 


THE MEDICAL JOURNAL OF AUSTRALIA. 


APPOINTMENTS. 


SOUTH AUS- 
TRALIA. 


Sec, 3. 


The F.8. Medical Assoc. Incorp., 


(Hon. Adelaide. 
North Terrace, 
Adelaide.) 
WESTERN AUS- 
TRALIA. 
— All Contract Practice Appointments in 
(Hon. Sec., Health Western Australia, 
Department, 
Perth.) 
Australian Natives’ Association. © 
Balmain United F.S. Dispensary. 
Canterbury United F.S. Dispensary. 
Leichhardt and Petersham Dispensary. 
M.U. Oddfellows’ Med. Inst., Elizabeth 
Street, Sydney. 
Marrickville United F.S. Dispensary. 
N.S.W. Ambulance Association and 


(Hon. Sec., 30-34 


Elizabeth  Street,. 


Transport Brigade. 
North Sydney United F-.S. 
People’s Prudential Benefit Society. 
Pheenix*’Mutual Provident Society. 


Sydney.) F.8. Lodges at Casino. 
F.S. Lodges at Lithgow. 
F.S. Lodges at Parramatta, Penrith, 
Auburn and Lidcombe. 
Newcastle Collieries — Killingworth, 
Seaham Nos. 1 and 2, West Wall- 
send. 
NEW ZEALAND: 
WELLINGTON 


‘DIVISION. 
(Hon. Sec., Wel- 
lington.) 


Friendly Society Lodges, Wellington, 
N.Z. y 


Diary for the Month. 


Sept. 25.—N.S.W. Branch, B.M.A., Medical Politics Com- 
mittee; Organization and Science Committee. 

Sept. 26.—Vic. Branch, B.M.A., Council. 

Sept. 27.—S. Aust. Branch, B.M.A Branch. 

Sept. 28—N.S.W. Branch, B.M.A., Branch (Ordinary). 
Election of two Members of the Federal Committee. 
Sept. 30.—Vict. Branch, B.M.A., Last Day for Election of 
Two Members to Federal Committee. 

Oct. 2.—N.S.W. Branch, B.M.A., Council (Quarterly). 

Oct. 3.—Vict. Branch, B.M.A., Branch. 

Oct. 5.—Q. Branch, B.M.A., Branch. 

Ost. 5-6.—N.S.W. Branch, B.M.A., Annual Meeting of 
Delegates of Local Associations with the 


Council. 


Oct. 9.—Tas. Branch, B.M.A., Council and Branch. 

Oct. 9.—N.S.W. Branch, B.M.A., Ethics Committee. 

Oct. 11.—Vict. Branch, B.M.A., Council. 

Oct. 12.—S. Aust. Branch, B.M.A., Council. 

Oct. 12.—N.S.W. Branch, B.M.A., Clinical. 

Oct. 16.—N.S.W. Branch, B.M.A., Executive and Finance 
Committee. 


EDITORIAL NOTICES. 


circumstances 


Fagen for publication are understood to be offered 


to The Medical zB: of Australia alone, unless the contrary be stated. - 
All communications be addressed to ‘‘The The Medical 

Journal -4 Australia, B. 

New Seuth Wales. 


A. Building; 80-84 Mlisabeth Street, Sydney. 


TASMANIA. 
| 
erive, Tasmania.) |” 
| 
| 


